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Identification of the Problem
Culture
Positive work environments and a feeling of support from coworkers, preceptors, and nurse
managers are crucial to the retention of new nurses. Decreasing workplace incivility is necessary
in order to improve nurse retention and promote a healthier work environment. Workplaces that
address unit culture help to empower nurses; this results in greater job satisfaction and
organizational loyalty (Kramer et al., 2012).
There exists a culture of oppression and subordination in the nursing profession. This culture
may be partially attributed to military influences in the history of the profession. Insult,
humiliation, and hazing are not uncommon and are considered by many to be part of the on-thejob training. Most females have been socialized not to react to conflict, to avoid it, and to keep
the peace. Nurses, being a predominantly female profession, have been socialized to be
submissive. The result is that nurses oftentimes remain silent, as either targets or witnesses of
incivility (Fraher, Belskey, Carpenter, & Gaul, 2008).
Novice Nurses
A prevalent issue affecting novice nurses is lateral violence; newly licensed nurses regularly
witness lateral violence and experience bullying first hand in their clinical settings. Victims of
bullying exhibit physical and psychological complaints, including a decreased sense of wellbeing, somatic, and depressive symptoms. Psychological symptoms include sleep disturbances,
anxiety, and symptoms consistent with post-traumatic stress disorder. Victims of lateral violence
have higher rates of cardiovascular disease along with other somatic symptoms than their
colleagues (Christie & Jones, 2013).
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The poor treatment of novice nurses by seasoned nurses is commonly referred to as
eating their young. This behavior is actually bullying, also referred to as incivility or lateral
violence. Groups or individuals who are at the most at risk for bullying are those in submissive
roles; oftentimes, feeling powerless against authoritative figures. This is especially true for
novice nurses. Nurses who are bullied are not able to give patients the quality of care they
deserve. It is a domino effect. As stated above, victims of bullying are hesitant to ask for help.
This can lead to patient and nursing injuries, missed nursing care or neglect, and medication
errors. Nurses, particularly graduate or novice nurses, have been victims of bullying, probably
since the profession began. These nurses may be afraid to ask for assistance when needed; this
assistance may be physical or intellectual (Dellasega, 2009). Improving the experience of new
nurses will help the hospital to retain staff; thereby improve the working conditions for all
nurses. Better staffing will improve patient outcomes and decrease the hospital’s cost of
continually training new staff (Dellasega, 2009). According to Vessey, et al. (2009), hospital
units with known bullying behaviors may be perpetually short staffed. This is due to high turnover rates. This in turn may be attributed to nurse burn out or job dissatisfaction, related to
victimization. Short-staffed units may have suboptimum nursing care, which affects patient
safety. This is how the domino effect works.
Communication
Communication is imperative for healthcare professionals. It is an expectation that
professional nurses are able to communicate professionally with all members of the healthcare
team to provide optimum patient care. Uncivil behaviors are detrimental to the communication
process and to the unit culture. Uncivil behavior occurs between all disciplines; however, it
occurs more frequently among nurses than any other health care discipline. Uncivil behaviors
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negatively influence patient safety, the health of the work environment, and the nurse retention
rate (Evans, 2017).
Outcomes
Patients suffer the consequences of a hostile work environment. New nurses who are
belittled are oftentimes left to fend for themselves. Nursing is a demanding profession,
frequently requiring the assistance of other health care workers to provide complex care. Patients
may fall or develop pressure ulcers resulting from a bullied nurse not receiving the physical help
they need. They may also be injured due to the novice nurse not being familiar with a procedure
and being afraid to ask for assistance. The novice nurses’ self-confidence then falls even further
(Dellasega, 2009).
In 2015, the American Nurses Association put out a position statement against incivility
and bullying. The position statement stated that workplaces must “create an ethical environment
and culture of civility and kindness, treating colleagues, co-workers, employees, students, and
others with dignity and respect.” Similarly, nurses must be afforded the same level of respect and
dignity as others (ANA, 2015a).
Purpose of the DNP Project
The purpose of the project was to develop a quality improvement educational module
designed to increase the awareness of incivility in the workplace and train the participants to
respond to incivility using cognitive rehearsal. Training staff in cognitive rehearsal will enhance
professional communication, thereby reducing uncivil behavior. This will foster a healthier,
positive work environment, improve employee satisfaction, improve employee retention. A
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stable retention rate will indirectly improve patient outcomes. The population was not limited to
novice nurses; however, demographic information was collected to assess the participants’ years
of nursing experience. The program involved education on the topic of incivility, followed by
teaching participants how to address uncivil behavior. Intervention using cognitive rehearsal, a
pre-rehearsed scripted communication technique, is effective when used immediately after an
uncivil incident occurs. The PICOT question for this quality improvement was: In registered
nurses, does an incivility education module and cognitive rehearsal training affect nurses’
perception and decrease scores from the Nursing Incivility Scale one month post training?
Review of the Evidence
A literature search was done to identify evidence on incivility, bullying, cognitive
rehearsal as an intervention, and instruments used to measure incivility in nursing. Databases
used were Cumulative Index to Nursing & Allied Health Literature, Cochrane Database of
Systematic Reviews, PubMed (Medline), and Ovid Nursing Journals. Key words used included
“incivility in nursing”, “nursing and bullying”, “decreasing incivility in nursing”, “cognitive
rehearsal and incivility in nursing”, and “measuring incivility in nursing”. The inclusion criteria
consisted of English language, full-text, and peer-reviewed, scholarly articles. The applied limits
were sources published between 2000 and 2018. The key terms incivility in nursing yielded 152
sources; nursing and bullying yielded 1299. The key terms decreasing incivility in nursing
yielded 255 results; cognitive rehearsal and incivility in nursing yielded 2 results. Of those, 100
were screened to identify those most related to the purpose of the study; twenty-three articles
were chosen that best addressed common identified themes. The term incivility in nursing and
instrument yielded 13 results; measuring incivility in nursing yielded 2 results. Of those, four
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involved the scale being utilized in this study. There is a vast amount of literature on the
prevalence of incivility; however, there is limited research on successful measurement
instruments and interventions to combat the problem. The screening process was completed by
scanning titles and abstracts for relevance to the proposed topic. PRISMA (Moher et. al, 2009)
was used to summarize and analyze data from the selected articles.
Incivility in Nurses
Literature shows that incivility in nursing may occur frequently. A national survey by the
Workplace Bullying Institute revealed that 93% of the nurses surveyed reported witnessing
uncivil behaviors and 85% reported personally being the victim themselves (Workplace Bullying
Institute, 2018). Another survey of 4530 healthcare providers and hospital executives from 4
hospitals revealed that episodes of incivility are often witnessed by healthcare providers and are
associated with undesirable outcomes for patients. In the study, 77% of respondents reported
witnessing disruptive behaviors among physicians, whereas 65% found similar behaviors for
nurses employed in the facilities settings. Other findings from the survey linked the behaviors to
patient outcomes, with 78% of respondents identifying a linkage to adverse events and 71%
reporting linkages to medical errors for patient settings (Rosenstein, & O' Daniel, 2008).
Nurse-to-Nurse Incivility is a global issue. It creates barriers to learning, destroys
relationships and negatively impacts patient outcomes. (Coursey, Rodriguez, Dieckmann &
Austin, 2013). Effects of nursing incivility may range from physical and psychological distress
of the nurse victim to patient safety outcome issues. A study was done to discover correlations
between disruptive behaviors and negative consequences for both patients and providers. The
study found that there is an inverse relationship between disruptive behavior and patient safety,
specifically errors and near misses (Dang, Bae, Karlowicz, & Kim, 2016).
12

The most commonly reported areas of concern for novice nurses include: “learning
hospital layout, becoming familiar with the staff and their various functions, learning a new
culture, considering the possibilities of promotion, advancement, and continuing education, and
gaining the respect of your colleagues & peers” (i.nursegroups.com, 2017).
Nurses are entitled to expect to practice in a healthy and safe work environment. They
should not have the need to defend themselves unprofessional colleagues, who engaging in
inappropriate uncivil behavior; this behavior includes yelling, rude comments, sabotage, or the
eye rolling (Becher & Visovsky, 2012).
Effects of Incivility
Incivility in the healthcare environment may have detrimental effects on both the victim
of the incivility as well as the the patients they care for. Uncivil behaviors are oven covert
behaviors, generally rude and showing a lack of regard for the victim of incivility. The behavior
is done with intent to harm the victim. Incivility in healthcare is detrimental to the team concept,
and impairs communication, and quality of care. Without intervention, incivility may progress
into threatening situations and burnout of the victim. Leaders who avoid taking action against
incivility are fueling the problem through omission. Healthy work environments should be a
shared goal of everyone in the workplace (Elmblad, Kodjebacheva, Lebeck, 2014).
The Joint Commission for Accreditation of Hospitals recognized the importance of
incivility and issued a sentinel alert in 2008. They linked the intimidation of nurses to patient
safety outcomes, affecting the culture of safety. Errors, elevated cost of care, staff retention,
decreased patient satisfaction, and preventable adverse effects were consequences they
associated with uncivil behaviors. (The Joint Commission, 2008).
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Addison and Luparell, in 2014, conducted a study of rural nurses and their perceptions of
incivility. This study demonstrated that uncivil behaviors are most prevalent with nurse to nurse
interactions. The study also linked uncivil behavior with a negative impact on patient safety and
adverse events. Forty-five and a half percent of the participants stated they were aware of an
adverse event occurring as a result of uncivil behavior.
Looking at the issue of incivility from a systems perspective, it is imperative that nurses,
along with other healthcare providers, implement a systems approach to combat the issue of
incivility and the effects on patient safety outcomes. It is estimated that a million patients fall
victim and die from preventable errors (Phillips, Stalter, Winegardner, Wiggs, & Jauch, 2018).
In such a high-stakes area, it is necessary that there are no barriers to a nurse’s ability to think
critically (Phillips, et al, 2018).

Incivility Terminology
Incivility, bullying, and lateral violence are related topics; however, they are not
synonyms. Incivility is a milder form of bullying, sometimes not as obvious to the observer.
Rude or disruptive behaviors, often resulting in psychological or physiological distress, may
progress into threatening situations without intervention (Clark, Olender, Cardoni, & Kenski,
2011).
Lateral violence is directing uncivil behavior toward someone of equal or lesser rank. The
most common form of incivility is nurse-to-nurse; other forms include manager-to-nurse,
physician-to-nurse, and patient-to-nurse. Incivility is detrimental to the nurses’ general health,
contributing to somatic and psychological symptoms. Workplace incivility may take many
forms; these include verbal and nonverbal abuse, passive-aggressive behaviors, and bullying.
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Facilities should have policies against incivility; however, incivility is not always obvious. All
reports of incivility should be taken seriously, even if not easily observed. Some evidence-based
interventions for dealing with incivility include cognitive rehearsal techniques, simulation, and
mixed techniques (Kisner, 2018).
Interventions to Decrease Incivility
The review of literature provided evidence that educating nurses can increase their
perception and awareness of incivility. Much of the literature supported education,
communication training, and rehearsal as interventions which could raise awareness and
potentially decrease the incidence of incivility. Strong nursing leadership and zero-tolerance
policies should also be instituted in all practice areas (Berry, Gillespie, Fisher, Gormley, &
Haynes, 2016).
A study of interpersonal nursing relationships was done to determine the effect of an
intervention on perceptions of incivility. The goal of the study was to increase nurse
empowerment, trust in leadership, and evaluate its impact of the intervention on the incidence of
incivility A quasi-experimental design was used to determine the effects of a workplace
intervention, Civility, Respect, and Engagement in the Workforce (CREW) on nurses. The
CREW intervention study supported the hypothesis of the intervention and strategies. The
participants in the study reported increased trust in leadership and a decreased incidence of
incivility (Spence Laschinger, Leiter, Day, Gilin-Oore, & Mackinnon, 2012).
Another study described a project which involved implementing a civility training
program; the program educated nurses on incivility through the use of facilitated discussions.
Teambuilding exercises and learning activities which simulated responding to incivility in a safe
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environment were also used. The project showed a statistically significant increases in the
nurses’ ability to recognize and respond to workplace incivility (Armstrong, 2017).
The Agency for Healthcare Research and Quality (AHRQ) collects information for
databases and develops tools for organizations to use to improve the safety and quality in
healthcare organizations. The AHRQ supports the use of one tool, the concerned, uncomfortable,
safety tool (C-U-S), as an example of a means for scripting communication when in conflicting
situations. the C- U-S tool provides a model for professionally addressing uncivil behavior
between nurses; this model was the basis for developing suggested scripted communication cues
which can be used as a method to of addressing uncivil behavior (Griffin, & Clark, 2014).
A study using cognitive rehearsal as an intervention designed to combat workplace
incivility in nursing was initially published in 2004. This descriptive study involved 24 newly
licensed nurses; they received cognitive rehearsal training during their orientation. She
concluded that cognitive rehearsal training could be highly effective in assisting nurses deter
uncivil behaviors (Griffin, 2004).
Subsequent studies since have found cognitive rehearsal to be effective in helping nurses
identify and respond to uncivil behavior. One study, published in 2011, by Stagg, Sheridan,
Jones, & Speroni, reported an increase in nurses’ ability to recognize, report, and react to
workplace incivility following cognitive rehearsal training. The researchers replicated the study
in 2013, again finding cognitive rehearsal effective, but found that only 16% responded to
bullying at the time of occurrence. This indicated a need for more effective management
Cognitive rehearsal training has also been taught using role playing and simulation with
actors. The simulation has also been integrated into a course for senior nursing students to help
in their transition into practice. A follow-up study with these former students, now practicing

16

nurses, showed that cognitive rehearsal was effective in recognizing and combating workplace
incivility. Preparing nurses by using common language to react to uncivil comments or behavior
can give nurses the confidence they need and empower them to react in an effective manner
(Griffin, & Clark, 2014).

Measuring Incivility
A study conducted in 2016 examined the relationship between leadership styles and
nurse-to-nurse incivility. A survey was designed to measure the behaviors and styles of nurse
leaders and the levels of perceived incivility among nurses under their supervision. The NIS was
used to assess the perceived levels of incivility; the participants were asked to consider only the
behavior of nurse coworkers, excluding the behavior of their supervisors or non-nursing
personnel. Results indicated that transformational leadership style had the highest association
with decreased levels of incivility. Input of staff and teamwork also affected the incivility of staff
(Kaiser, 2017).
In 2011, two researchers studied the impact of workplace incivility on the work
environment, manager skill, and productivity. The NIS was modified and a new instrument was
formed that measured the frequency of source-specific workplace incivility. The study found that
the lowest reported incivility was from direct supervisors; the highest reported incivility was
from the general environment (Lewis, & Malecha, 2011).
Warrner, Sommers, Zappa, Thornlow, 2016, used the NIS before and after an
intervention to measure outcomes. A quality improvement project was designed to combat
workplace incivility in a 60-bed orthopedic hospital. Participants completed the NIS immediately
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before, immediately after, and two months after a training program. Results of the survey
completely immediately following the intervention were compared with the results of the survey
completed after two months. Two of the five subscales, general incivility and physician
incivility, demonstrated a statistically significant decrease in instances of perceived incivility.
The other three subscales also demonstrated a decrease in the occurrences of incivility; however,
these were not statistically significant.
Elmblad, Kodjebacheva, & Lebeck, 2014, used the NIS, along with a second inventory to
measure workplace incivility and professional burnout in certified registered nurse anesthetists.
Results indicated that the highest sources of workplace incivility were general employee
personnel, or nonemployee personnel and physicians. Other CRNA practitioners were a lower
level source of incivility. The least prevalent source of incivility was CRNA supervisors. The
study also found a statistically significant relationship between workplace incivility and burnout.
The only statistically significant factor contributing to professional burnout was experiencing
workplace incivility. This study provided information on the correlation between workplace
incivility and professional nurse burnout. The article then proposed some interventions to
address the issue; zero tolerance policies were the most favorable intervention.
Conceptual Framework
Neuman’s System Model
The conceptual framework utilized for this study is Neuman’s System Model. Neuman’s
model, based on general system views human beings as open systems that interact with each
another and the environment. Adjustment is a process in which the organism defines its needs;
these needs may disrupt the client’s stability. The adjustment process is continual, constantly
adjusting throughout a person’s life. Two components of Neuman’s System model that fit with
18

the proposed project are stressors and reaction to stressors. Stressors are defined as stimuli which
produce tension; thereby causing stress. The stress can be positive or negative. Stress increases
the need for readjustment; adaptation is necessary. For the purposes of this project, stressors
include the incivility levels and reaction to stressors are the physiological and psychological
effects on the nurse as a result of this incivility (Beckman, & Fawcett, 2017).
The Neuman Systems Model encompasses three levels of prevention. The first level is
primary prevention. Primary prevention occurs when the stressor is prevented; the nurse will not
fall victim to incivility in the workplace. Secondary prevention is used after there has been an
exposure to a stressor. Secondary prevention in the proposed project would be the cognitive
rehearsal training; cognitive rehearsal serves as a reduction because it is an early intervention,
designed to decrease the effect of the stressor. According to Neuman, secondary prevention
strengthens the client’s internal line of defense. The last level is tertiary prevention. Tertiary
prevention attempts to decrease the effects of the stressor and return the client to stability; it
occurs after treatment with secondary prevention techniques. This would be for nurses who have
already been victims of incivility; they would be returned to a state of stability then taught how
to react to future acts of incivility (Alligood & Tomey, 2010). Figure 1 shows the relationship of
the variables of interest in this study to Neuman’s Systems Model.
Plan-Do-Study-Act Cycle
The Plan-Do-Study-Act (PDSA) cycle is framework used for quality improvement projects. It
is a tool for designing, implementing, and evaluating the effectiveness of projects. The PDSA
cycle provides a roadmap for testing a change. The steps in the PDSA cycle are planning the
project, implementing the project on a small scale, analyzing the data from the project, and
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acting on the analysis of data. The project may be then refined, based on the evidence (Agency
for Healthcare Research and Quality, 2018). The PDSA is being used in the proposed project;
this is outlined below.
There are many steps involved in implementing a quality improvement project. Organization
is key to carrying out such an endeavor. A time line was developed for implementing the various
steps. The first step was the discussion and obtaining approval for the project from a faculty
chair. Next, an interested institution was found and appropriate contracts were obtained between
the institution and the DNP student’s university. The project proposal was then approved by the
faculty chair and IRB approval was obtained from the university. The project was discussed with
the hospital’s legal consultant; it was determined that no IRB approval was required from the
hospital. The plan was discussed and developed with input from the hospital’s educator, who
provided input and feedback throughout the implementation phase.
Evaluation was done to assess the effectiveness of the project at achieving the stated
objectives. It also provided feedback to the coordinator to determine the need for any changes to
improve future programs. As described in the metrics section, a satisfaction survey was done
after the program to assess the effectiveness of the education. Periodic follow-up with the
educator may provide feedback and help to determine long-term statistics on staff turnover.
Long-term staff satisfaction rates would also be helpful to assess program effects. Data on
patient safety outcomes, as evidenced by criteria such as patient fall, medication errors, and
pressure ulcer rates may be reviewed after the program to determine if there are significantly
different rates from before the program initiation.
DNP Project Description
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This quality improvement (Q ) project involved measuring the incivility in participants using
the Nursing Incivility Scale before, immediately after, and one month after an educational
program. The educational program was designed to educate participants on the topic of incivility
and to train them in the use of cognitive rehearsal communication techniques. These
communication prompting cues can be found in appendix G. The education was initiated as a
pilot program and participants were recruited. Following implementation of the QI project, the
incivility module and cognitive rehearsal was made available for the unit educator to incorporate
into new nurse orientation programs and at the annual education in-service day for all nurses.
The participants were given time after the education session to role play and practice cognitive
rehearsal techniques. The project also involved the development of an incivility policy draft
(Appendix H). This incivility policy included the purpose, scope, principles, and terminology, as
well as the actual policy; it outlined the requirement of employees to complete an incivility
training module and the responsibilities of employees and administration.
It would not be unusual for participants to have a high score on the NIS before the
education session (time 1) or immediately following the education session (time 2) due to their
increase in knowledge and awareness of incivility behaviors taught during the education session.
It was anticipated that the scores would improve one month following the education program
(time 3), meaning a decrease in NIS scores, indicating the participants were able to put into
practice what they have learned.
Long-term follow-up was proposed to assess the employee satisfaction rates. It would be
valuable to compare employee satisfaction rates prior to and after the project implementation.
This information, in addition to staff turnover rates may help to determine long-term outcomes.
Finally, patient safety information may be reviewed to determine if patient safety outcomes, as
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evidenced by criteria such as errors, falls, and pressure ulcer development, were statistically
different across the timeline.

Cognitive Rehearsal
Cognitive rehearsal is one intervention that has been implemented and found to be
effective in combatting workplace incivility. Griffin (2004) introduced the use of cognitive
rehearsal training as a method of responding to lateral violence. Since that time, several studies
have used the intervention successfully, making the technique an evidence-based intervention.
Cognitive rehearsal is an evidence-based technique that promotes effective communication,
delivering a message to the perpetrator that uncivil behavior is not acceptable. Similar techniques
are often taught in behavioral health. It involves addressing the uncivil behavior immediately
when it occurs. Prior to the training, there is some discussion related to what constitutes bullying
or workplace incivility. Without a clear understanding, some nurses may not perceive incivility
correctly. There are three parts to cognitive rehearsal: the first is instruction on the method; next,
the participants are taught common language, verbal responses to use when encountering uncivil
behavior or language; finally, the participants practice using the cognitive training to reinforce
the content. Using this trained, common language can empower the victims of incivility to react
in a positive manner (Griffin, & Clark, 2014).

Instruments
The demographic survey was developed by the PI in order to have some statistics on the
population sample. It collected data on age range, gender, highest level of education, and number
of years working as a registered nurse. See appendix D.
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The Nursing Incivility Scale (NIS), an agreement scale survey, was developed by
Guidroz, Burnfield-Geimer, Clark, and Schwetschenau (2010) as a research instrument. It was
designed to assess the experiences of hospital nurses with incivility. It was created by adapting
an existing measure of general incivility to the health care arena. The NIS uses a Likert fivepoint scale which ranges from 1, strongly disagree, to 5, strongly agree. It measures incivility
related to different sources, these are physicians, coworkers, patients, and direct supervisors. The
NIS was initially developed in the Midwest, utilizing focus groups. It was validated during a
second survey administered to 173 hospital nurses. A 5-point Likert scale is used in the NIS. The
survey is broken down to eight subscales; these subscales are: hostile climate (HC), inappropriate
jokes (IJ), inconsiderate behavior (IB), gossip or rumors (GR), free riding (FR), abusive
supervision (AS), lack of respect (LR), and displaced frustration (DF). It may also be divided to
reveal source specific areas of incivility. The NIS consists of forty-three total questions, nine
relate to all individuals interacted with at work, ten relate to nurse-nurse interactions, seven relate
to interactions with a direct supervisor, seven relate to interactions with a physician, and ten
relate to interactions with patients, family members, or visitors. Subscale scores are added and
averaged; this allows more specific interventions to be discussed. The source level aggravated
score may be useful in identifying source-specific incivility. All subscales showed acceptable
reliability and demonstrated acceptable convergent and discriminant validity with other
variables, internal consistency ranges from .88 to .94 for each of the subscales. The results
indicate that the NIS has good psychometric qualities and can be used by hospitals and other
health care settings to assess the prevalence of incivility (Guidroz, Burnfield- Geimer, Clark, and
Schwetschenau, 2010). Please see appendix A.
Evidence of validity for the NIS was gathered by examining correlations between the NIS
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and other previously validated instruments. The results from the focus groups along with a
literature review of workplace incivility enabled the researcher to develop four hypotheses; these
were created to establish convergent and discriminant validity. The first hypothesis is that the
nurse completing the nursing incivility scale, their supervisor, and physician scales will correlate
with the Nursing Stress Scale (NSS) nurse, supervisor, and physician interpersonal conflict
scales. The second hypothesis is that the NIS incivility factors will be correlated with NSS work
stress scales. The third hypothesis is that physician, supervisor, and nurse incivility will be
negatively correlated with satisfaction with supervisors and coworkers. The final hypothesis is
that NIS factors will have no correlation with satisfaction with pay, promotion, or the work itself.
The first three hypotheses were designed to test the convergent validity of the NIS scale; it was
compared with other constructs similar to incivility, such as conflict at work, as well as outcomes
of incivility, such as work stress. The forth hypothesis provided evidence of discriminant validity
of the NIS scale; it provided facet-specific sources of satisfaction (Guidroz, et al., 2010).
Reliability and validity of the NIS was determined by using internal consistency and by
gathering evidence of convergent and discriminant validity. Coefficient alpha was estimated for
each source, along with the subscales to determine if the NIS scales had appropriate reliability.
Guidroz, et al. (2010) discussed guidelines for reliability, alpha values over 0.90 indicated
excellent reliability, alpha values over 0.80 indicated good reliability, alpha values over 0.70
indicated acceptable reliability, alpha values over 0.60 indicated questionable reliability, and
alpha values less than 0.60 indicated unacceptable reliability. The alpha statistics ranged from
0.81 to 0.94; this is above the 0.70 that was the goal. The average of all of the items was 0.76;
this indicated that there was good internal consistency (Guidroz, et al., 2010).
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The NIS is relatively easy to use; this is not a reason for choosing a scale but is beneficial
for the novice researcher. It provides the researcher with a baseline incivility scale and the ability
to identify sources of incivility; this helps the researcher in planning an appropriate intervention.
It was designed to be used in assessing registered staff nurses. While registered nurses come
from different ethnic and educational backgrounds, they all have degrees in higher education and
have passed the NCLEX. The participants are all adults; therefore, the scale is age appropriate.
It would, however, be interesting to collect data to determine if there is a correlation with age
and the perception of incivility. The NIS may be administered using paper and pencil or
electronically; this offers options to the researcher. The survey should take 5-10 minutes for
participants to complete; this is a reasonable amount of time for a busy staff nurse to complete
the survey (Guidroz, et al., 2010).
The post survey evaluation was a satisfaction survey designed by the PI; it was designed
to assess the participants’ satisfaction with the program. The survey asked if the program content
was relevant to the participants’ practice, if it met the stated objectives, and if the participants
would recommend the program to their colleagues. See appendix I.

Incivility Education Module
In an effort to improve the workplace environment, a quality improvement educational
module was developed. The purpose of this quality improvement educational module was to
increase the awareness of incivility in the workplace. The goal was to educate staff in the
identification and proper action to be taken when such behavior is identified and encountered.
A meeting was held with the nurse educator, who was the point person at the institution for this
project. Participants were recruited face-to-face. Flyers were also posted advertising the program
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(appendix K), requesting interested participants to contact the PI for information. When a
prospective participant agreed to participate, they signed up for one of four sessions. This
program was held in the hospital’s education classroom. It was a “lunch and learn”. Participants
brought their meal; the PI provided dessert or a snack. It was offered on four separate dates and
times to accommodate staff. When participants arrived at the session they first received and
signed the informed consent form (appendix F), demographic survey (appendix D) and the
Nursing Incivility Scale (NIS) (appendix A). An education session was taught by the PI,
educating them on the topic of incivility and also on cognitive rehearsal. See appendix N for
topics included in the education session. Cognitive rehearsal is a communication technique
which was taught to the participants in the education session as a way to stop uncivil behavior.
The participants were given cue cards with scripted responses to uncivil behavior, see appendix
G. The participants then had time for role playing to practice using the scripted responses. After
the program, the participants evaluated the education session by completing the post-program
evaluation survey, see appendix I. Participants also completed the Nursing Incivility Scale, see
appendix A. Participants were asked to complete the NIS a third time 1 month following the
education program, appendix A. The third time the participants filled out the survey by email.
The email (see appendix L) was sent to the participants to complete the NIS survey. They
received a reminder email after the one month mark, if no response the participants received a
second reminder email, see appendix M. Participants were also asked to complete the postprogram evaluation survey, assessing program satisfaction.

Application to Practice
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Many nurses had their first exposure to nursing incivility in nursing school. Incivility and
bullying are not unique to the nursing profession; however, communication and teamwork are
essential components of the healthcare industry. Incivility is not new but despite the prevalence
of research on the topic, the incidence has not decreased. Professional organizations, including
the American Nurses Association and the Joint Commission for Accreditation of Hospitals, have
issued statements regarding the need to curtail uncivil behavior. Education on professional
communication and behavior must start in nursing schools and healthcare facilities must adopt
incivility training and zero-tolerance policies. Nursing leaders must recognize and foster healthy
communication and positive work environments. Educating nursing students about incivility and
providing them with strategies and ways to respond in a professional manner can help foster a
healthy work environment and increase nurse retention (Berry et al., 2016).
This quality improvement project will serve to provide information as well as training
which can help guide the institution make positive changes for its nursing workforce. Currently,
there is no specific incivility policy at this facility. Results from this project have been presented
to the administration for review and consideration of the implementation of such a policy. The
DNP prepared nurse is a nursing leader with a focus on advanced clinical practice and are
prepared to tackle issues including safe practice, quality, and affordable care; they can be agents
of change for our nation’s healthcare system. Skilled in clinical practice, systems management,
economic, and leadership, the DNP prepared nurse is able to critique and improve nursing
practice to improve outcomes. QSEN competencies can be used to assist the DNP prepared nurse
in developing and implementing programs in clinical practice (Doctor ofnursingpracticednp.org.,
n.d.).
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Looking back to Neuman’s conceptual framework, cognitive rehearsal incivility training
can be an example of a primary, secondary, or tertiary prevention. According to Neuman’s
theory, implementing primary prevention tools, such as cognitive rehearsal, may decrease the
reaction to a stressor, such as incivility. Primary prevention occurs when the stressor is
prevented; the nurse will utilize cognitive rehearsal training to avoid falling victim to incivility in
the workplace. Secondary prevention is used after there has been an exposure to an uncivil
behavior. Secondary prevention would involve the use of cognitive rehearsal training as an early
intervention, designed to decrease the effect of the stressor and strengthening the client’s internal
line of defense. Tertiary prevention would be for nurses who have already been victims of
incivility; they would be returned to a state of stability then taught how to react to future acts of
incivility (Alligood & Tomey, 2010).
It is apparent that nurses may encounter incivility from all the people they encounter
daily at work. Incivility programs can provide nurses with the tools they to identify uncivil
behaviors and react in a proactive, professional manner. This will help to ensure a safer
environment for themselves and the patients in their care.
Cognitive rehearsal training can improve communication, leading to improved safety for
our patients. Effective communication is an essential leadership skill that helps influence
changes in group behavior, promoting collaboration. Collaboration is a method that will foster
intraprofessional communication and engage participants in all areas of nursing education,
leadership, and practice. This will lead to change and empower nurses to influence and stop
uncivil behavior in the workplace. This quality improvement project is based on evidence-based
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literature, demonstrating how communication, leadership, and policy could affect patient safety
and motivate nurses.
The health care system could be transformed by improving communication and
eliminating or reducing uncivil behavior and workplace violence. Informed nurses could be
united by the shared nursing values to protect the safety of patients. Nurses are not alone in
perpetuating incivility but they are the largest professional group in health care. They are capable
of embracing their collective power to be role models for professional behavior and effect
system-wide changes (Burgess, & Curry, 2014).
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SECTION 2: DNP PROJECT PRODUCT
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Professional Journal Selection
Scope
The Nursing Forum journal is a peer-reviewed journal, published quarterly that provides
a forum for discussion of the issues related to current topics of interest to nurses and other health
care professionals. They “Encourages submissions focused on contemporary nursing issues that
provide cutting-edge perspectives, serve as practical resources, promote debate and prompt
readers to examine nursing issues in new ways”. “The Creative Controversy feature is designed
specifically for short submissions. These issues could address research, education, practice and
leadership/management.” (Onlinelibrary.wiley.com., 2018).
Aims
Quality improvement manuscripts, which includes this DNP project, should emphasize
the outcomes and follow the SQUIRE Guidelines in creating the manuscript. Nursing
Forum accepts original manuscripts (in English) through online submission to ScholarOne
at http://mc.manuscriptcentral.com/nf. Author Guidelines are included in Appendix K.
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Abstract
Background: Workplace incivility can be a major factor in unhealthy work environments.
Workplaces addressing unit culture empower nurses, yielding greater job satisfaction and
organizational commitment.
Aims: The purpose of this quality improvement program was to educate nurses to identify and
respond to incivility in the hospital setting.
Setting: A community hospital in the Northeastern United States
Participants: A convenience sample of nurses, in staff or administrative positions.
Methods: A quality improvement program was conducted which included an incivility education
module and cognitive rehearsal training. The Nursing Incivility Scale (NIS) was used to evaluate
the effectiveness of the educational module. Participants completed the NIS prior to,
immediately after and 1 month following the program. Cognitive rehearsal training included role
playing using scripted responses to various forms of uncivil behavior.
Results: A one-way repeated measures ANOVA was conducted to compare total score and eight
subscale scores on the NIS prior to intervention, (following the intervention) and (one month
after implementation of the intervention. There was a statistical significant difference for effect
of total time. There was a statistical significant difference for five of the eight subscales.
Conclusions: Incivility programs can provide nurses with the tools needed to identify uncivil
behaviors and react in a proactive, professional manner. Decreasing uncivil behavior promotes a
safe working environment for nurses and their patients.
Key words: incivility, Nursing Incivility Scale, Cognitive rehearsal
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Introduction
Positive work environments and a feeling of support from coworkers, preceptors, and
nurse managers are crucial to the retention of new nurses. Decreasing workplace incivility is
necessary in order to improve nurse retention and promote a healthier work environment.
Workplaces that address unit culture help to empower nurses; this results in greater job
satisfaction and organizational loyalty (Kramer et al., 2012).
A prevalent issue affecting novice nurses is lateral violence; newly licensed nurses regularly
witness lateral violence and experience bullying first hand in their clinical settings. Victims of
bullying exhibit physical and psychological complaints, including a decreased sense of wellbeing, somatic, and depressive symptoms. Psychological symptoms include sleep disturbances,
anxiety, and symptoms consistent with post-traumatic stress disorder. Victims of lateral violence
have higher rates of cardiovascular disease along with other somatic symptoms than their
colleagues (Christie & Jones, 2013).
The poor treatment of novice nurses by seasoned nurses is commonly referred to as eating
their young. This behavior is actually bullying, also referred to as incivility or lateral violence.
Groups or individuals who are at the most at risk for bullying are those in submissive roles;
oftentimes, feeling powerless against authoritative figures. This is especially true for novice
nurses. Nurses who are bullied are not able to give patients the quality of care they deserve. It is
a domino effect. Victims of bullying are hesitant to ask for help, which can lead to patient and
nursing injuries, missed nursing care or neglect, and medication errors. Nurses, particularly
graduate or novice nurses, have been victims of bullying, probably since the profession began.
These nurses may be afraid to ask for assistance when needed; this assistance may be physical or
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intellectual (Dellasega, 2009). Improving the experience of new nurses will help the hospital to
retain staff; thereby improve the working conditions for all nurses. Better staffing will improve
patient outcomes and decrease the hospital’s cost of continually training new staff (Dellasega,
2009). According to Vessey, et al. (2009), hospital units with known bullying behaviors may be
perpetually short staffed. This is due to high turn-over rates. This in turn may be attributed to
nurse burn out or job dissatisfaction, related to victimization. Short-staffed units may have
suboptimum nursing care, which affects patient safety.
Patients suffer the consequences of a hostile work environment (Dellasega, 2009). New
nurses who are belittled are oftentimes left to fend for themselves. Nursing is a demanding
profession, frequently requiring the assistance of other health care workers to provide complex
care. Patients may fall or develop pressure ulcers resulting from a bullied nurse not receiving the
physical help they need. They may also be injured due to the novice nurse not being familiar
with a procedure and being afraid to ask for assistance. The novice nurses’ self-confidence then
falls even further (Dellasega, 2009).
In 2015, the American Nurses Association put out a position statement against incivility
and bullying. The position statement stated that workplaces must “create an ethical environment
and culture of civility and kindness, treating colleagues, co-workers, employees, students, and
others with dignity and respect.” Similarly, nurses must be afforded the same level of respect and
dignity as others (ANA, 2015a).
Literature Review
Incivility in Nurses
A national survey by the Workplace Bullying Institute revealed that 93% of the nurses
surveyed reported witnessing uncivil behaviors and 85% reported personally being the victim
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themselves (Workplace Bullying Institute, 2018). Another survey of 4530 healthcare providers
and hospital executives from 4 hospitals revealed that episodes of incivility are often witnessed
by healthcare providers and are associated with undesirable outcomes for patients. In the study,
77% of respondents reported witnessing disruptive behaviors among physicians, whereas 65%
found similar behaviors for nurses employed in the facilities settings. Other findings from the
survey linked the behaviors to patient outcomes, with 78% of respondents identifying a linkage
to adverse events and 71% reporting linkages to medical errors for patient settings (Rosenstein,
& O' Daniel, 2008).
Dang, Bae, Karlowicz, and Kim (2016) investigated correlations between disruptive
behaviors and negative consequences for both patients and providers. This study found that there
is an inverse relationship between disruptive behavior and patient safety, specifically errors and
near misses.
Nurses are entitled to expect to practice in a healthy and safe work environment. They
should not have the need to defend themselves unprofessional colleagues, who engaging in
inappropriate uncivil behavior; this behavior includes yelling, rude comments, sabotage, or the
eye rolling (Becher & Visovsky, 2012).
Effects of Incivility
Incivility in the healthcare environment may have detrimental effects on both the victim
of the incivility as well as the the patients they care for. Uncivil behaviors are often covert
behaviors, generally rude and showing a lack of regard for the victim of incivility. Incivility in
healthcare is detrimental to the team concept, and impairs communication, and quality of care.
Without intervention, incivility may progress into threatening situations and burnout of the
victim. Leaders who avoid taking action against incivility are fueling the problem through
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omission. Healthy work environments should be a shared goal of everyone in the workplace
(Elmblad, Kodjebacheva, Lebeck, 2014).
The Joint Commission for Accreditation of Hospitals recognized the importance of
incivility and issued a sentinel alert in 2008. They linked the intimidation of nurses to patient
safety outcomes, affecting the culture of safety. Errors, elevated cost of care, staff retention,
decreased patient satisfaction, and preventable adverse effects were consequences they
associated with uncivil behaviors. (The Joint Commission, 2008).
Addison and Luparell (2014) investigated rural nurses and their perceptions of incivility.
This study demonstrated that uncivil behaviors are most prevalent with nurse to nurse
interactions. The study also linked uncivil behavior with a negative impact on patient safety and
adverse events. Forty-five and a half percent of the participants stated they were aware of an
adverse event occurring as a result of uncivil behavior.
Looking at the issue of incivility from a systems perspective, it is imperative that nurses,
along with other healthcare providers, implement a systems approach to combat the issue of
incivility and the effects on patient safety outcomes. It is estimated that a million patients fall
victim and die from preventable errors (Phillips, Stalter, Winegardner, Wiggs, & Jauch, 2018).
In such a high-stakes area, it is necessary that there are no barriers to a nurse’s ability to think
critically (Phillips, et al, 2018).
Incivility Terminology
Incivility, bullying, and lateral violence are related topics; however, they are not
synonyms. Incivility is a milder form of bullying, sometimes not as obvious to the observer.
Rude or disruptive behaviors, often resulting in psychological or physiological distress, may
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progress into threatening situations without intervention (Clark, Olender, Cardoni, & Kenski,
2011).
Lateral violence is directing uncivil behavior toward someone of equal or lesser rank. The
most common form of incivility is nurse-to-nurse; other forms include manager-to-nurse,
physician-to-nurse, and patient-to-nurse. Incivility is detrimental to the nurses’ general health,
contributing to somatic and psychological symptoms. Workplace incivility may take many
forms; these include verbal and nonverbal abuse, passive-aggressive behaviors, and bullying.
Facilities should have policies against incivility; however, incivility is not always obvious. All
reports of incivility should be taken seriously, even if not easily observed. Some evidence-based
interventions for dealing with incivility include cognitive rehearsal techniques, simulation, and
mixed techniques (Kisner, 2018).
Interventions to Decrease Incivility
The literature provided evidence that educating nurses can increase their perception and
awareness of incivility. It is also reported in the literature education, communication training,
and rehearsal as interventions, may raise awareness and potentially decrease the incidence of
incivility. Strong nursing leadership and zero-tolerance policies should also be instituted in all
practice areas (Berry, Gillespie, Fisher, Gormley, & Haynes, 2016).
A study of interpersonal nursing relationships was done to determine the effect of an
intervention on perceptions of incivility. The goal of the study was to increase nurse
empowerment, trust in leadership, and evaluate its impact of the intervention on the incidence of
incivility A quasi-experimental design was used to determine the effects of a workplace
intervention, Civility, Respect, and Engagement in the Workforce (CREW) on nurses. The
CREW intervention study supported the hypothesis of the intervention and strategies. The
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participants in the study reported increased trust in leadership and a decreased incidence of
incivility (Spence Laschinger, Leiter, Day, Gilin-Oore, & Mackinnon, 2012).
Another study described a project which involved implementing a civility training
program; the program educated nurses on incivility through the use of facilitated discussions.
Teambuilding exercises and learning activities which simulated responding to incivility in a safe
environment were also used. There was a statistically significant increase in the nurses’ ability to
recognize and respond to workplace incivility (Armstrong, 2017).
The Agency for Healthcare Research and Quality (AHRQ) collects information for
databases and develops tools for organizations to use to improve the safety and quality in
healthcare organizations. The AHRQ supports the use of one tool, the concerned, uncomfortable,
safety tool (C-U-S), as an example of a means for scripting communication when in conflicting
situations. the C- U-S tool provides a model for professionally addressing uncivil behavior
between nurses; this model was the basis for developing suggested scripted communication cues
which can be used as a method to of addressing uncivil behavior (Griffin, & Clark, 2014).
A study using cognitive rehearsal as an intervention designed to combat workplace
incivility in nursing was initially published in 2004. This descriptive study involved 24 newly
licensed nurses; they received cognitive rehearsal training during their orientation. She
concluded that cognitive rehearsal training could be highly effective in assisting nurses deter
uncivil behaviors (Griffin, 2004).
Subsequent studies have found cognitive rehearsal to be effective in helping nurses
identify and respond to uncivil behavior. Stagg, Sheridan, Jones, and Speroni (2011) reported
an increase in nurses’ ability to recognize, report, and react to workplace incivility following
cognitive rehearsal training. Stagg, Sheridan, Jones, and Speroni (2013) replicated their study in
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2013, and found cognitive rehearsal effective, but found that only 16% responded to bullying at
the time of occurrence. This indicated a need for more effective management.
Cognitive rehearsal training has also been taught using role playing and simulation with
actors. The simulation has also been integrated into a course for senior nursing students to help
in their transition into practice. A follow-up study with these former students, now practicing
nurses, showed that cognitive rehearsal was effective in recognizing and combating workplace
incivility. Preparing nurses by using common language to react to uncivil comments or behavior
can give nurses the confidence they need and empower them to react in an effective manner
(Griffin, & Clark, 2014).
Measuring Incivility
A study conducted in 2016 examined the relationship between leadership styles and
nurse-to-nurse incivility. A survey was designed to measure the behaviors and styles of nurse
leaders and the levels of perceived incivility among nurses under their supervision. The NIS was
used to assess the perceived levels of incivility; the participants were asked to consider only the
behavior of nurse coworkers, excluding the behavior of their supervisors or non-nursing
personnel. Results indicated that transformational leadership style had the highest association
with decreased levels of incivility. Input of staff and teamwork also affected the incivility of staff
(Kaiser, 2017).
Warrner, Sommers, Zappa, Thornlow, 2016, used the NIS before and after an
intervention to measure outcomes. A quality improvement project was designed to combat
workplace incivility in a 60-bed orthopedic hospital. Participants completed the NIS immediately
before, immediately after, and two months after a training program. Results of the survey
completely immediately following the intervention were compared with the results of the survey
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completed after two months. Two of the five subscales, general incivility and physician
incivility, demonstrated a statistically significant decrease in instances of perceived incivility.
The other three subscales also demonstrated a decrease in the occurrences of incivility; however,
these were not statistically significant.
Elmblad, Kodjebacheva, & Lebeck, 2014, used the NIS, along with a second inventory to
measure workplace incivility and professional burnout in certified registered nurse anesthetists.
Results indicated that the highest sources of workplace incivility were general employee
personnel, or nonemployee personnel and physicians. Other CRNA practitioners were a lower
level source of incivility. The least prevalent source of incivility was CRNA supervisors. The
study also found a statistically significant relationship between workplace incivility and burnout.
The only statistically significant factor contributing to professional burnout was experiencing
workplace incivility. This study provided information on the correlation between workplace
incivility and professional nurse burnout.
Aims
The purpose of this quality improvement program was to develop an educational module
designed to increase the awareness of incivility in the workplace and train the participants to
respond to incivility using cognitive rehearsal. The PICOT question for this quality improvement
program was: In registered nurses, does an incivility education module and cognitive rehearsal
training affect nurse's perception and decrease in scores on the Nursing Incivility Scale one
month post training?
Methods
Design
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A quality improvement program was conducted to increase awareness of incivility behaviors and
train participants in cognitive rehearsal.
Sample and Setting
A convenience sample of nurses employed at a 232- bed community hospital located in
the Northeastern United States was used. Nurses did not have to be full-time employees only
employed by the facility. No minimum level of experience was required. Inclusion criteria
included registered nurses in all areas of the hospital; administration, care management,
education, management, and unit nurses. This hospital employs approximately 200 registered
nurses. Following Institutional Review Board approval received information pertaining to the
program and consented to participate.
Data Collection
Demographic data collected included: age range, gender, highest level of education, and
years working as a registered nurse.
The Nursing Incivility Scale (NIS), was developed by Guidroz, Burnfield-Geimer, Clark, and
Schwetschenau in 2010 to assess the experiences of hospital nurses with incivility. This survey
was created by adapting an existing measure of general incivility to the health care arena. The
NIS uses a Likert five-point scale which ranges from 1, strongly disagree, to 5, strongly agree. It
measures incivility related to different sources, these are physicians, coworkers, patients, and
direct supervisors. The survey included eight subscales: hostile climate, inappropriate jokes,
inconsiderate behavior, gossip or rumors, free riding, abusive supervision, lack of respect, and
displaced frustration. It may also be divided to reveal source specific areas of incivility. The NIS
consists of forty-three total questions, nine relate to all individuals interacted with at work, ten
relate to nurse-nurse interactions, seven relate to interactions with a direct supervisor, seven
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relate to interactions with a physician, and ten relate to interactions with patients, family
members, or visitors. Subscale scores are added and averaged; this allows more specific
interventions to be discussed. The source level aggravated score may be useful in identifying
source-specific incivility. All subscales showed acceptable reliability and demonstrated
acceptable convergent and discriminant validity with other variables, internal consistency ranges
from .88 to .94 for each of the subscales. The results indicate that the NIS has good psychometric
qualities and can be used by hospitals and other health care settings to assess the prevalence of
incivility (Guidroz, Burnfield-Geimer, Clark, and Schwetschenau, 2010).
Reliability and validity of the NIS was determined by using internal consistency and by
gathering evidence of convergent and discriminant validity. Coefficient alpha was estimated for
each source, along with the subscales to determine if the NIS scales had appropriate reliability.
Guidroz, et al. (2010) discussed guidelines for reliability, alpha values over 0.90 indicated
excellent reliability, alpha values over 0.80 indicated good reliability, alpha values over 0.70
indicated acceptable reliability, alpha values over 0.60 indicated questionable reliability, and
alpha values less than 0.60 indicated unacceptable reliability. The alpha statistics ranged from
0.81 to 0.94; this is above the 0.70 that was the goal. The average of all of the items was 0.76;
this indicated that there was good internal consistency (Guidroz, et al., 2010).
The post evaluation survey, developed by the PI, assessed the participants’ satisfaction
with the quality improvement program. The survey asks if the program content is relevant to the
participants’ practice on a six point scale ranging from very satisfied to not sure, if it met the
stated objectives on a six point scale ranging from very well to not sure, and if the participants
would recommend the program to their colleagues on a five point scale ranging from very likely
to definitely not likely.
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Incivility Program Education Module and Cognitive Rehearsal Training
A one-hour educational program was conducted. Several sessions were held to
accommodate the participant schedules. The background and significance of incivility in nursing
was discussed in order to increase the participants’ understanding of the magnitude of incivility
in nursing. The terms civility, incivility, horizontal violence, and bullying were defined and
discussed. These terms are often thought of as synonyms; however, they fall on different places
along the incivility continuum. Discussion included who is involved, namely the victims and
perpetrators. The perpetrators, who are referred to as subscales of sources of incivility are
explained; these include in general: nurse-nurse; nurse to physician; nurse to administrator; and
nurse to patient or visitor. Potential outcomes of incivility, on the victim, their patients, and the
facility were also explored and discussed. The responsibility of leadership, in supporting victims,
developing and implementing zero tolerance policies toward incivility, and adopting formal
incivility programs which promote effective communication were examined. Professional
working behavioral rules were presented, these rules may be applied to most professional
venues. Discussion also included content about interventions, other than cognitive rehearsal, that
have been shown to be effective in combatting incivility Cognitive rehearsal training was
provided at the end of the education session. Cognitive rehearsal is a communication technique
which was taught to the participants in the education session as a way to stop uncivil behavior.
First, participants were educated on what cognitive rehearsal is, why it is effective, and how it is
used to combat incivility. Next, the participants were given cue cards with scripted responses to
uncivil behavior; they were given some examples of how they could respond to certain behavior
using these scripted responses. The participants then had time for role playing to practice using
the scripted responses. They were instructed and encouraged to use cognitive rehearsal when
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they encountered uncivil behavior after the program. They had a one month period to practice
using this technique before completing the NIS a third time.
Data Analysis
Demographic data was analyzed using descriptive statistics. Post-Program evaluation was
analyzed using descriptive data. To analyze data from the Nurse Incivility Scale a one-way
repeated measure ANOVA was used to analyze total mean scores for time 1, time 2, and time 3.
A one-way repeated measure ANOVA was used to analyze subscales scores on the Nurse
Incivility Scale for time 1, time 2, and time 3.
Results
Sample size included 24 participants. All participants were female, the majority (63.6%,
n=14) of participants reported their age to be between 51 and 60, 27.3% (n=6) reported their age
to be between 41 and 50, four participants (1%) reported age between 20 and 30, and four
participants (1%) reported age over 61.Participants reported highest degree obtained as follows:
two (9.1%%) diploma, 4.5% (n=1) associate’s degrees, 72.7% (n=16) bachelor's degrees, and
13.6% (n=3) with masters degrees or higher. The majority of participants 86.4% (n=19) had over
10 years nursing experience, two (9.1%) participants had six to ten years, and only one (4.5%)
participant had two or less years nursing experience. Demographic data presented in Table 1.
The majority of participants (52% n=13) reported the educational content was relevant,
eight (34.8%) participants were satisfied, and 2 (8.7%) participants were neutral. Thirteen
participant (56.5%) reported the program objectives were met, nine participants (39.1%) reported
good, and only one (4.3%) was neutral. Sixteen (69.6%) reported they were very likely to
recommend the program, five (21.7%) were likely to recommend the program, and two (8.7%)
were neural. Program data are presented in Table 2.
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A one-way repeated measures ANOVA was conducted to compare scores on the NIS at
time 1 (prior to intervention implementation), time 2 (following the intervention) and time 3 (one
month after implementation of the intervention). Alpha was set at .05. There was a statistical
significant difference for effect of total time, Wilk’s Lambda = .44, F (2, 22) = 13.76, p <0.000,
multivariate partial eta square = .55. Mean score and standard deviation for total time is
presented in Table 3.
The eight subscales are: hostile climate (HC), inappropriate jokes (IJ), inconsiderate
behavior (IB), gossip or rumors (GR), free riding (FR), abusive supervision (AS), lack of respect
(LR), and displaced frustration (DF). A one-way repeated measures ANOVA was conducted to
compare scores on each of NIS subscales. Alpha was set at .05. There was a statistical significant
difference for the following subscales: IJ, Wilk’s Lambda = .73, F (2, 22) = 3.95, p <0.034,
multivariate partial eta square = .26; GR, Wilk’s Lambda = .62, F (2, 22) = 6.68, p <0.005,
multivariate partial eta square = .37; FR, Wilk’s Lambda = .66, F (2, 22) = 5.66, p <0.010,
multivariate partial eta square = .34; AS, Wilk’s Lambda = .48, F (2, 22) = 11.51, p <0.000,
multivariate partial eta square = .51; LR, Wilk’s Lambda = .64, F (2, 22) 6.02, p <0.008,
multivariate partial eta square = .35. There was a not statistical significant difference for the
following subscales: HC, Wilk’s Lambda = .76, F (2, 22) = 3.34, p <0.054, multivariate partial
eta square = .23; IB, Wilk’s Lambda = .83, F (2, 22) = 2.14, p <0.141, multivariate partial eta
square = .16; DF, Wilk’s Lambda = .82, F (2, 22) = 2.26, p <0.128, multivariate partial eta
square = .17. Mean scores and standard deviations for the subscales are presented in Table 3.
Interpretation and Implication of Findings
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There was a significant decrease in the mean scores in the NIS between time one, time
two, and time three; a decrease in NIS scores, indicating a positive outcome, showing
improvement in the level of incivility experienced by participants. Participants had an increased
awareness and a decreased incidence in exposure to incivility, theoretically due to their
responding to incivility with more effective communication. Based on these findings, it may be
beneficial to implement this program in all nursing units. It would be recommended that nurse
managers adopt a formal incivility program to improve behaviors. An incivility program,
mandated for all nurses, may decrease negative behaviors. A work culture that has a zero
tolerance for incivility fosters effective, professional communication which may support a
positive work environment. Of the eight subscales; the subscales which were statistically
significant were: inappropriate jokes (IJ), gossip or rumors (GR), free riding (FR), abusive
supervision (AS), and lack of respect (LR). The decrease or improvement of mean scores in each
of these subscales may be due to the education session and the cognitive rehearsal training
included in the QI program.
Even though 3 subscales, hostile climate (HC), inconsiderate behavior (IB), displaced
frustration (DF), were not seen as statistically significant, it is important to note that all 8
subscale mean scores improved, meaning all subscales mean scores decreased between time 1
and time 3 and between time 2 and 3. Only 2 subscale mean scores inconsiderate behavior (IB)
and displaced frustration (DF) showed a decrease between time 1 and time 2. Overall the
decrease in mean scores may be attributed to the QI program that instructed nurses how to
recognize incivility and react in a manner that is professional and proactive.
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There was a significant improvement noted in gossiping and rumors subscale, this could
be between nurse to nurse and/or nurse to supervisor. Either way, gossiping and rumors can
affect the culture of the unit, undermine teamwork and indirectly affect patient care. Abusive
supervision subscale also improved following the program, which means that supervisors may
benefit from the incivility training along with those they supervise.
Inappropriate jokes subscale, which was found to be statistically significant, may be
viewed differently by the perpetrator and the victim. Clear, professional communication may
stop much of the inappropriate jokes if the perpetrators did not realize how they were perceived.
Free riding subscale was also found to have a statistically significant difference. This may be due
to a higher percentage of older, experienced nurses as opposed to novice nurses in the sample.
Free riding may be exemplified by taking credit for projects or the work of others; this is more
consistent with nurses having more responsibility, possibly supervisors. There was a statistically
significant difference found in the subscale for lack of respect. This subscale relates to nurse to
administrators, physicians, or patients/visitors. This finding would support the need for incivility
training throughout the healthcare system.
The participants found the educational module helpful and relevant to their work. A
positive attitude towards attending this program may serve to improve their outlook; they will
appreciate that administration is addressing a critical concern. Knowledge gained from having a
formal quality improvement program may improve work conditions and overall job satisfaction,
which may lead to a decrease in burn out and improved retention rates.
Improved retention rates should lead to better staffing ratios. Lower nurse to patient ratios
should theoretically improve patient outcomes and decrease the hospital’s cost of continually
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training new nurses. Toxic work environments negatively affect nurses and indirectly affect
patient care.
This project raised awareness of the problem of incivility; this is the beginning of shifting
towards a culture of civility. This one-hour educational module and cognitive rehearsal training,
to include provisions of scripted phrases, empowered nurses by preparing them to use common
language to react to uncivil comments or behavior. As stated previously, cognitive rehearsal can
give nurses the confidence they need and empower them to react in an effective, professional
manner (Griffin, & Clark, 2014).
This quality improvement project provided information as well as training which can help
guide the institution make positive changes for its nursing workforce. This education module was
the first step toward establishing a culture of civility throughout the healthcare system.
Developing a formal incivility policy promotes the sustainability of this program. Having a
formal incivility policy promotes awareness of the issue throughout the facility, making hospitals
more likely to adopt incivility programs. An example of an incivility policy is shown in Box 1.
Limitations
The small sample size was seen as a limitation. The amount of time allotted for the final
survey responses was not optimum, more time may be needed following the education program
and collection of the final surveys to see behavior change. Sending the final survey via email was
seen as a limitation as some participant responses were incomplete, this may have been avoided
if the final survey was distributed face-to-face to ensure completion of all questions.
Recommendations for Future Research
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It would be recommended to expand the education program and cognitive rehearsal
training to other institutions. A larger sample size and more time between the second and third
surveys would allow more time to practice using cognitive rehearsal. It would also be
recommended to compare nursing incivility scales in various departments and to look at
incivility between administrators, physicians, and patients or visitors. A larger scale project
could correlate the demographic data to the NIS; this would provide data to support the notion of
a higher percentage of novice nurses succumbing to incivility. Larger scale studies could also
look at nurse satisfaction rates, retention, and patient safety indicators. It also would be
beneficial to analyze the demographics along with the NIS to determine if there was a correlation
with participant age or experience and level of incivility. It would also be beneficial to determine
if certain nursing departments had higher levels of incivility; this would help the educator to
target incivility policies and programs.
Implications for Nursing Practice and Policy
Incivility training should be mandatory for all employees. Training should include
education and cognitive rehearsal training. In addition, nursing administrators should develop
zero tolerance incivility policies that outline the purpose, scope of the issue, principles and
terminology related to incivility, and guidelines for reporting incidences of incivility as well as
the consequences for perpetrators. Developing a formal incivility policy promotes the
sustainability of incivility programs. The establishment of a healthy, positive work environment
should be a priority for nursing administration; this has the potential to improve outcomes for
both patients and employees.
Implications for Nursing Education
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Incivility education should begin in nursing school. Graduate or novice nurses are
oftentimes the victims of bullying. These nurses may be afraid to ask for needed assistance,
resulting in poor outcomes for themselves and their patients (Dellasega, 2009). The education
and cognitive rehearsal training should be implemented early in nursing education and reinforced
throughout the curriculum through simulation and continued discussion. Incivility education
should be required to continue throughout the nurse’s career, including effective communication,
professionalism, and teamwork.
Conclusion
It is apparent that nurses may encounter incivility from all people they interact with while
at work. Incivility programs can provide nurses with the tools they need to identify uncivil
behaviors and react in a proactive, professional manner. This will help to ensure a safer
environment for themselves and the patients in their care.
Cognitive rehearsal training can improve communication, leading to improved safety for
our patients. Effective communication is an essential leadership skill that helps influence
changes in group behavior, promoting collaboration. Collaboration is a method that will foster
intraprofessional communication and engage participants in all areas of nursing education,
leadership, and practice. This may lead to change and empower nurses to influence and stop
uncivil behavior in the workplace. This quality improvement program was based on evidencebased literature, demonstrating how communication, leadership, and policy could affect patient
safety and motivate nurses.
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The health care system could be transformed by improving communication and
eliminating or reducing uncivil behavior and workplace violence. Informed nurses could be
united by the shared nursing values to protect the safety of patients. Nurses are not alone in
perpetuating incivility but they are the largest professional group in health care. Nurses are
capable of embracing their collective power to be role models for professional behavior and
effect system-wide changes (Burgess, & Curry, 2014).
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TABLES
Table 1: Demographics (n=24)

Gender*
Female
Age*
20-30 years
31-40
41-50
51-60
over 61
Education*
Diploma
Associate Degree
Bachelor Degree
Masters' Degree or Higher
Years of Nursing Experience*
2 years of less
6-10 years
Over 10 years
*

missing data

59

n

%

18

100

1
0
6
14
1

4.5
0
27.3
63.6
4.5

2
1
16
3

9.1
4.5
72.7
13.6

1
2
19

4.5
9.1
86.4

Table 2: Post Program Evaluation Survey (n=24)

Content Relevant*
very Satisfied
satisfied
neutral
Dissatisfied
Very Dissatisfied
Not Sure
Program Met Objectives*
Very Well
Good
Neutral
Poor
Very Poor
Not Sure
Likely to Recommend*
Very Likely
Likely
Neutral
Probably Not Likely
Definitely Not Likely
* missing data

60

n

%

13
8
2
0
0
0

56.5
34.8
8.7
0
0
0

13
9
1
0
0
0

56.5
39.1
4.3
0
0
0

16
5
2
0
0

69.6
21.7
8.7
0
0

Table 3: Mean Scores and Standard Deviations for Nurse Incivility Scale Total Time and Subscales.

N
Total Time*
time 1
24
time 2
24
time 3
24
Subscales IJ *
time 1
24
time 2
24
time 3
24
Subscales GR *
time 1
24
time 2
24
time 3
24
Subscales FR *
time 1
24
time 2
24
time 3
24
Subscales AS*
time 1
24
time 2
24
time 3
24
Subscales LR*
time 1
24
time 2
24
time 3
24
Subscales HC
time 1
24
time 2
24
time 3
24
Subscales IB
time 1
24
time 2
24
time 3
24
Subscales DF
time 1
24
time 2
24
time 3
24
*statistically significant

Mean

Standard Deviation

2.68
2.78
2.48

.62
.64
.62

2.38
2.50
2.24

1.05
1.18
1.09

3.35
3.69
3.26

1.16
1.19
1.12

2.43
2.82
2.18

.98
1.01
1.02

2.22
2.26
1.90

.74
.73
.72

2.5
2.60
2.30

.74
.74
.75

2.63
2.847
2.667

.72
.85
.80

3.597
3.485
3.26

.64
.80
.76

3.385
3.27
3.05

.875
.86
.85

61

Figure 1
Neuman’s System Model: Basic Structure Energy Resources

Figure 1: Conceptual Theoretical Empirical Structure for Study of Levels of Incivility among
Registered Nurses in a Community Hospital Setting
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APPENDIX A
Nursing Incivility Scale
Participant Code #:_______________
Participant Instructions: Please tell us about the type of interactions you have with the people
you meet at work. The following statements describe behaviors that sometimes occur in the
workplace. Please indicate your level of agreement with each of the following statements using
one number that best represents your present work situation.
1=Strongly Disagree 2=Disagree 3=Neither Agree nor Disagree 4=Agree
5=Strongly Agree
For the following items, please consider all individuals you interact with at work, including
doctors, and other nurses or hospital personnel.
__________________________________________________________
1. Hospital employees raise their voices when they get frustrated.

2. People blame others for their mistakes or offenses.

3. Basic disagreements turn into personal verbal attacks on other employees.

4. People make jokes about minority groups.

5. People make jokes about religious groups.
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6. Employees make inappropriate remarks about one’s race or gender.

7. Some people take things without asking.

8. Employees don’t stick to an appropriate noise level (e.g. talking to loudly).

9. Employees display offensive body language (e.g., crossed arms, body posture).

__________________________________________________________

The following describe your interactions with other nurses. Other nurses on my unit...
__________________________________________________________
1. ...argue with each other frequently.

2. ...have violent outbursts or heated arguments in the workplace.

3. ...scream at other employees.

4. ...gossip about one another.

5. ...gossip about their supervisor at work.

6. ...bad-mouth others in the workplace.

7. ...spread bad rumors around here.
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8. ...make little contribution to a project but expect to receive credit for working on it.

9. ...claim credit for my work.

10.

...take credit for work they did not do.

__________________________________________________________

Please think about your interactions with your direct supervisor (i.e. the person you report to
most frequently) and indicate how strongly you agree with the following statements.
My direct supervisor...
__________________________________________________________
1. ...is verbally abusive.

2. ...yells at me about matters that are not important.

3. ...shouts or yells at me for making mistakes.

4. ...takes his/her feelings out on me (e.g., stress, anger, “blowing off steam”).

5. ...does not respond to my concerns in a timely manner.

6. ...is condescending to me.

7. ...factors gossip and personal information into personnel decisions.

65

_____________________________________________________

This section refers to physicians you work with. Please indicate your level of agreement with the
following items.
__________________________________________________________
1. Some physicians are verbally abusive.

2. Physicians yell at nurses about matters that are not important.

3. Physicians shout or yell at me for making mistakes.

4. Physicians take their feelings out on me (e.g., stress, anger, “blowing off steam”).

5. Physicians do not respond to my concerns in a timely manner.

6. I am treated as though my time is not important.

7. Physicians are condescending to me.

_________________________________________________________

Please reflect upon your interactions with the patients you care for and their family and visitors
and indicate the extent to which you agree with the following statements.
Patient/visitors...
__________________________________________________________
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1. ...do not trust the information I give them and ask to speak with someone of higher authority.

2. ...are condescending to me.

3. ...make comments that question the competence of nurses.

4. ...criticize my job performance.

5. ...make personal verbal attacks against me.

6. ...pose unreasonable demands.

7. ...have taken out their frustrations on nurses.

8. ...make insulting comments to nurses.

9. ...treat nurses as if they were inferior or stupid.

10.

...show that they are irritated or impatient.

__________________________________________________________

Guidroz, A., Burnfield-Geimer, J., Clark, O., Schwetschenau, H., Jex, S.

(2010). The nursing

incivility scale: Development and validation of an occupation-specific measurement.
Journal of Nursing Measurement, 18(3), 176-200.
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APPENDIX B
Permission to Use Nursing Incivility Scale

Message List
Today

Permission to use Nursing Incivility Scale
Hi Dr. Clark,
I have been trying to contact Dr. Guidroz without success. My name
is Catherine Razzi and I am currently pursuing my DNP at the
University of Alabama in Huntsville. I am in the planning stages
for my DNP project and would like permission to use your
Nursing Incivility Scale for my research. I would like to assess
nurses' perception of incivility using your scale both pre and post
intervention. I plan to develop an educational module on
incivility for a local hospital. I can send you the proposal that I
sent to the hospital if you provide an email. I look forward to
hearing from you soon. Thank you, Catherine Razzi, MSN, RN,
ACNS DNP student, University of Alabama in Huntsville

Olga Sharp (Clark) sent the following message at
8:46 PM

Dear Cathy, your project sounds very interesting! You have my
permission to use the Nursing Incivility Scale! Feel free to send
the proposal to my work email address osharp@hartford.edu (I
changed my last name).
8:46 PM
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APPENDIX C
Permission to Use Cognitive Rehearsal Prompting Cues

Razzi, Catherine <razzi.c@gmercyu.edu>

cognitive rehearsal
7 messages

Razzi, Catherine <razzi.c@gmercyu.edu>
Reply-To: razzi.c@gmercyu.edu
To: marthagriffin123@gmail.com
Hi Dr. Griffin,
I recently heard Cindy Clark speak about incivility at the ATI conference in Salt Lake City. I am a nursing e
cue cards (table 1 and 2) from your article, Revising Cognitive Rehearsal as an Intervention Against Incivilit
I know they originally came from your article in 2004.
Thank you for your help,
Cathy Razzi
razzi.c@gmercyu.edu
-Catherine Razzi, MSN,RN, ACNS
Instructor
Gwynedd Mercy University
Frances M. Maguire School of Nursing and Health Professions
1325 Sumneytown Pike
Gwynedd Valley,PA 19437
Maguire Hall, Rm.133, Extension 21660
#MakeMercyReal

Martha Griffin <marthagriffin123@gmail.com>
To: razzi.c@gmercyu.edu
Hi Cathy!! Nice to meet you! Cindy is the best! Yes it is absolutely okay to use any and all (if you sen
PS A colleague and I have written a book called The Dauntless Nurse! give it a look!
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APPENDIX D
Pre-program Demographic Survey
Participant Code #:__________

Email address (needed to send post-program survey): __________________________
Please circle answers
Age
Gender
Highest level
of education

20-30
Female
Diploma

Years worked 2 or less
as a RN

31-40
Male
Associate’s
Degree

41-50
XXXXXXXXXXXX
Bachelor’s
Degree

51-60
Over 61
XXXXXXXXXXX XXXXXXXXXX
Master’s
XXXXXXXXXX
Degree or
higher

3-5

6-10

Over 10

70

XXXXXXXXXX

APPENDIX E

Recruitment Script

Hello, my name is Cathy Razzi. I am an DNP student at the University of Alabama in
Huntsville. As part of my scholarly project, I have developed a quality improvement
educational module designed to increase the awareness of incivility in the workplace and
train the participants to respond to uncivil behavior using cognitive rehearsal. The program
involves education on the topic of incivility, followed by teaching participants how to
address uncivil behavior immediately when it occurs using cognitive rehearsal, a prerehearsed scripted communication technique.

If you agree to participate there are two short surveys, a demographic and an survey that
measures incivility, as well as an informed consent to fill out today. You will then sign up for
an educational session; there will be four time slots from which to choose. Immediately after
the program there will be a second measurement of incivility survey and a program
evaluation. One last measurement of incivility survey will be completed by email one month
after the program.

Your participation is entirely voluntary; you may skip any questions that you don’t want
to answer. Every effort will be made to ensure confidentially and anonymity of the
participant's responses to the NIS, demographic form and the post program survey. Each
participant will be given a code number and the code number will be used on all forms. The
PI will maintain a key linking the participants name and participant's code number. At the
completion of the project participants' information will be de-identified on all 3 of the NIS
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surveys, demographic form, and the post program survey forms and only the data will be
extracted and aggregated. The NIS, demographic form, the post survey, and the key linking
the participant's name and code number will be stored in a locked cabinet in the PIs office
and only accessible by the PI, and she will have a key to the locked cabinet. The NIS,
demographic form, the post survey, and the key linking the participant's name and code
number will be kept for 36 months then shredded.

Do you have any questions about the research study?
Are you ready to begin? [after survey completion] Thank you for your participation in this
research study. If you have any questions later on you may reach me by email at
ccr0010@uah.edu.
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APPENDIX F
Informed Consent
Participant Code #: ______________
Consent Form: Implementing an Educational Program Incorporating Cognitive Rehearsal
Training to Combat Nursing Incivility
You are invited to participate in a research study about nursing incivility. This study is designed
to help us to better understand nursing incivility and how to respond to uncivil behavior.
The primary investigator is Catherine Razzi, MSN, RN, ACNS, DNP student from The
University of Alabama in Huntsville. [Optional: Please be advised that if you are under the age
of 18, parental consent is required.]
PROCEDURE TO BE FOLLOWED IN THE STUDY: Participation in this study is completely
voluntary. Once written consent is given; you will be asked to fill out a short demographic
survey, which takes about 5 minutes; and a survey entitled: The Nursing Incivility Scale, taking
about 15 minutes. You will then participate in a “lunch and learn” program on incivility, offered
at four different times to accommodate various schedules. This program will be held in the
hospital’s education classroom. Participants will bring their meal; the PI will provide dessert. An
education session will be taught by the PI, on the topic of incivility and also on cognitive
rehearsal. The education session will take about 1 hour. Cognitive rehearsal is a communication
technique designed as a way to stop uncivil behavior. Participants will be then be given cue cards
with scripted responses to uncivil behavior and will have time for role playing to practice using
the scripted responses, taking 15 minutes. A post program survey, taking about 5 minutes, will
be completed after the program as well as the Post-program Nursing Incivility Scale. The NIS
will be filled out a third time 1 month after the program. The final survey will be sent by email.
They will receive a reminder email after the one month mark, if no response the participants will
receive a second reminder email. This session will take approximately one hour.
DISCOMFORTS AND RISKS FROM PARTICIPATING IN THIS STUDY: There are no
foreseeable risks to participants in this study. You may experience mild emotional discomfort
related to the nature of the information and experiences with incivility. Should you experience
any emotional discomfort please utilize the Employee Assistance Program. Participation or
failure to participate will have no impact on your employment with this facility.

EXPECTED BENEFITS: You will participate in a quality improvement project, receive
education on the issue of incivility, and will learn a technique to positively react to uncivil
behavior. They will receive cue cards with scripted responses that may be pre-rehearsed to
combat uncivil behavior.
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INCENTIVES AND COMPENSATION FOR PARTICIPATION: The participants will receive
scripting cue cards with possible pre-rehearsed responses. A snack will be provided by the
researcher during the program; the snack will consist of cookies and pretzels.
CONFIDENTIALITY OF RESULTS: Participant numbers will be used to record your data, and
these numbers will be made available only to those researchers directly involved with this study,
thereby ensuring strict confidentiality. This consent form will be destroyed after 3 years. The
data from your session will only be released to those individuals who are directly involved in the
research and only using your participant number.
FREEDOM TO WITHDRAW: You are free to withdraw from the study at any time. You will
not be penalized because of withdrawal in any form. Investigators reserve the right to remove
any participant from the session without regard to the participant’s consent.
CONTACT INFORMATION: If you have any questions, please ask them now. If you have
questions later on, you may contact the Principal Investigator, Catherine Razzi, at
ccr0010@uah.edu. If you have questions about your rights as a research participant, or concerns
or complaints about the research, you may contact the Office of the IRB (IRB) at 256.824.6101
or email the IRB chair Dr. William Wilkerson at irb.@uah.edu.
If you agree to participate in our research please sign and date below. If you are under the age of
18, please provide your parent or legal guardian’s signature indicating consent.
This study was approved by the Institutional Review Board at UAH and will expire in one year
from <date of IRB approval>.
________________________________
______________________________
Name (Please Print)
Signature
Date
________________________________
Parent/Guardian Signature (if younger than 19)
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APPENDIX G
Scripting Cue Card
Possible Pre-Rehearsed Responses
1. Nonverbal innuendo (raising of the eyebrows, face making)
• I sense (I see from your facial expression) that there may be something you wanted to
address with me; it’s ok to speak with me directly)
2. Verbal (covert/overt) affront (snide remarks, lack of openness, abrupt responses).
• The individuals that I learn most from are clearer in their directions and feedback. Is
there some way we can structure this type of learning situation?
• That may be information that I don’t need to know/hear; what would help me is…
3. Undermining activities (turning away, not available).
• When an event happens that is contrary to that which was of my understanding, it
leaves me with questions. Help me to understand how this situation happened.
4. Withholding information (practice/patient).
• It is my understanding that there (is) was more information available regarding this
situation, and I believe that if I had known that, it would (will) affect how I handle
what I learn or need to know.
5. Sabotage (deliberate setting up of situation).
• There is more to this situation than meets the eye; could you and I
(whatever/whoever) meet in private and explore what happened?
6. Infighting (bickering with peers). Open ‘contentious’ discussion is unprofessional and
should be avoided.
• This is not the time or place; please stop (physically move to a neutral spot).
• I am moving to another location.
7. Scapegoating (attributing all that goes wrong to one individual). Rarely is one individual/
one incident/ one situation the cause for ALL that goes wrong, and scapegoating is an
easy route to travel, but rarely solves problems.
• I don’t think that is the right connection.
8. Backstabbing (complaining to others about an individual but not speaking to that
individual. ‘Scapegoating’ is maladaptive and nonproductive.
9. Failure to respect.
• It bothers me to talk about that without their permission.
• I only overheard that and it shouldn’t be repeated.
10. Broken confidences.
• Wasn’t that said in confidence?
• That sounds like information that should remain confidential.
• He/she asked me to keep that confidential.
Responses adapted from “Effective Communication” (Glod, 1998)
For cognitive rehearsal by M. Griffin, RN, CS, PhD (2003).
Permission obtained from M. Griffin for use of material.
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APPENDIX H
Incivility Policy Draft
Incivility Policy
I. Purpose
The Hospital is committed to creating a culture of respect and civility that is free of harassment,
where all members of the community share a commitment to a healthy workplace. This Policy
establishes hospital’s commitment to the maintenance of a civil workplace.
Incivility and disrespect in the workplace, can be a barrier to effective communication, impacting
job satisfaction and performance. The impact can be severe as it may result in employee
turnover, low productivity, reduced morale, diminished loyalty, and physiological impacts such
as stress and depression that can lead to increased absenteeism. Without intervention, incivility
may progress into threatening situations and burnout of the victim.
II. Scope
This policy applies to all employees, professional staff, and volunteers, as well as other
individuals subject to the policy under terms of contracts or agreements. Issues of uncivil
behavior are governed by codes of conduct.
This policy applies to incidents and complaints relating to uncivil behavior and, workplace
harassment that may impact faculty, employees and staff, regardless of whether or not persons
responsible for the incivility are employees of the hospital. Managers and employees must fulfill
their responsibilities as indicated in this policy, regardless of whether or not the actions or
individuals involved are directly related to the workplace.
III. Principles
1. Workplace disputes and conflicts should be addressed using approaches that foster clear
communication and candor, facilitate respectful interactions and yield solutions of mutual
agreement.
2. Guidelines and actions taken under the policy should serve to strengthen hospital
recruitment and retention of highly qualified and diverse employees and staff.
3. Promoting civility and respect and early intervention will reduce the risk of incivility,
workplace harassment and violence.
4. Reports of incidents and complaints of incivility, including workplace harassment, must
be dealt with in a confidential manner with the exception of disclosing information for the
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purpose of investigating an incident or complaint, or for taking corrective action, or as
required by law.
IV. Terminology
Civility
Civility involves treating others with dignity and respect, and acting with regard to other's
feelings.
Disrespect must not be confused with legitimate comment and/or advice from managers and
supervisors on the work performance or work-related behavior of an individual or group.
Feedback on work performance or work-related behavior differs from incivility or harassment in
that feedback is intended to assist employees to improve work performance or the standard of
their behavior.
Civility requires that even the most critical feedback be delivered respectfully, privately, and
courteously.
Incivility
Incivility deals with a broad range of behaviors including, but not limited to, unprofessional
behavior; rudeness; shouting or swearing; intimidation or bullying; threatening comments or
behaviors/actions; unsolicited and unwelcome conduct, comment (oral or written including email
communication), gestures, actions or contact that cause offense, humiliation, or physical or
emotional harm to any individual.
Incivility can be subtle or overt. It may be a single event or may involve a continuing series of
incidents, and may involve the abuse of authority or position. Uncivil behavior may be
unintended or deliberately directed at another individual. In any case, the impact on that
individual is what must be addressed.
Lateral violence is directing uncivil behavior toward someone of equal or lesser rank. The most
common form of incivility is nurse-to-nurse; other forms include manager-to-nurse, physicianto-nurse, and patient-to-nurse.
Specific actions that are considered uncivil such as, comment or conduct that a person knows or
ought to know would be unwelcome, offensive, embarrassing or hurtful, rudeness, or display of
offensive material can vary dramatically by place, time and context. Differences including, but
not limited to, social role, gender, social class, religion and cultural identity may all affect the
perception of a given behavior. Consequently, a behavior that is considered perfectly acceptable
by some people, and in some cultures, may be considered inappropriate and rude by others.
Although incivility may be subjective or unintentional, this does not excuse the behavior. Rather,
these factors may provide an explanation that can help to resolve a complaint and guide future
behavior.
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Manager
A manager, is the person to whom an employee directly reports concerning matters related to
their employment.
V.

Policy

All employees will be required to complete an incivility training educational module. This may
be offered and integrated into the orientation program or at other mandatory education sessions,
at the educator’s discretion. This module is designed to increase the awareness of incivility in the
workplace. It also serves to educate in the identification and proper action to be taken when
uncivil behavior is identified and encountered. Education will include instruction in cognitive
rehearsal, an evidence-based technique that promotes effective communication, delivering a
message to the perpetrator that uncivil behavior is not acceptable.
All managers, employees and staff have a responsibility to act in good faith and be active
participants in contributing to the creation and enhancement of a community culture of respect,
inclusion, civility, dignity and understanding for the people with whom they work. This requires
taking action to deal with incidents of incivility. All parties, at a minimum, are required to be
open about concerns and listen to each other’s point of view. Incidents of incivility cannot be
ignored and must be addressed.
The employer has a duty to protect employees from workplace harassment including workplace
sexual harassment and will conduct an investigation into the incident and complaint that is
appropriate in the circumstances.
Confidentiality will be maintained throughout the process. The information obtained about an
incident or complaint of workplace harassment including identifying information about any
individuals involved, will not be disclosed unless the information is necessary for the purpose of
investigating the incident or complaint; or for taking corrective action; or as required by law.
Employees who allege they have experienced workplace harassment and employees who are
respondents will be provided with appropriate communication in writing of the results of the
investigation and any corrective action that has or will be taken.
VI.

Roles and Responsibilities

Managers
Managers are responsible for creating and maintaining a positive and productive work culture. A
manager’s area of responsibility includes any matter that involves, impacts or potentially could
impact the workplace. This includes dealing with inappropriate behaviour of, or towards,
contractors, volunteers, students or others.
Managers are accountable for identifying and addressing issues in a timely and fair manner. This
involves coaching and counseling their employees and, if appropriate in the circumstances,
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taking disciplinary action. Actions taken must adhere to the principles of progressive discipline,
as well as policy and collective agreement provisions, and established procedures for
investigation of complaints.
Agreements with contractors or volunteers should include the requirement to adhere to this
policy and include provisions to take action in cases of non-compliance.
In situations where employees are subjected to uncivil behavior, including harassment, by
employees from other areas, their manager should discuss the situation and determine
appropriate action in conjunction with the manager(s) of the employee(s) from the other area(s).
Incidents of workplace violence, and behaviors that may indicate a risk of workplace violence,
must be reported. Managers may seek advice and assistance from their manager/supervisor or
Human Resources Management Consultant.
Employees
It is recommended that, whenever possible, employees should address incidents of incivility
towards them directly with the individual responsible for the behaviour.
Employees may seek advice and assistance from their Manager, Supervisor, or Human
Resources Consultant, in matters of discrimination and harassment.
All parties involved have a responsibility to act in good faith, communicate openly and listen to
each other’s points of view, and to try to resolve the complaint informally, where appropriate.
Reporting
Incidents of workplace violence and behaviors that may indicate a risk of workplace violence
must be reported. In addition, any incidents of harassment, must be reported to a Manager, even
if the behavior is by, or directed at a co-worker, student or visitor.
Normally, incidents and complaints of uncivil behavior, including workplace harassment are
reported to the Manager. However, in the event that the employee is not comfortable making a
report or complaint to their Manager, the employee may report incidents or file a complaint of
workplace harassment to a more senior Manager or Human Resources.
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APPENDIX I
Post-program Evaluation Survey
Participant Code #: ______________

Program Evaluation
1. How relevant did you find the program content to your practice?
Very satisfied
Satisfied
Neutral
Dissatisfied
Very dissatisfied
Not sure
2. How well did the program meet the objectives of developing a quality improvement
educational module designed to increase the awareness of incivility in the workplace and
train the participants to respond to incivility using cognitive rehearsal.
Very well
Good
Neutral
Poor
Very Poor
Not sure
3. How likely are you to recommend this program to colleagues?
Very likely
Likely
Neutral
Probably not likely
Definitely not likely
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APPENDIX J
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APPENDIX K
Presentation Flyers

LUNCH AND LEARN
TOPIC: INCIVILITY IN NURSING: HOW TO RECOGNIZE AND REACT PROFESSIONALLY
WHEN/WHERE: CHOOSE 1 OF 4 SESSIONS
LOCATION: NURSING EDUCATION
CLASSROOM
OCTOBER 8, 2018 0730-0830
OCTOBER 11, 2018 1230-1330
OCTOBER 15, 2018 1200-1300
OCTOBER 19, 2018 0730-0830

FOR INFORMATION AND TO REGISTER: EMAIL CATHY RAZZI,
MSN, RN, ACNS, DNP STUDENT : ccr0010@uah.edu

BRING YOUR BROWN BAG LUNCH/MEAL
SNACKS AND DESSERT PROVIDED
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APPENDIX L
Post Program NIS Request
Incivility Program Participant,
Thank you so much for participating in my quality improvement project exploring incivility
among nurses in the hospital setting. I hope that you enjoyed the program and that the topic was
relevant to your practice.
As previously discussed, I am requesting you to complete the measurement of incivility, the
Nursing Incivility Scale, one final time. The survey should take approximately 10 minutes to
complete. You may access the survey by clicking on the link below. All responses will be
anonymous.
Thank you for your participation.

Any questions or concerns may be directed to:

Catherine Razzi, MSN, RN, ACNS, DNP student
ccr0010@uah.edu
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APPENDIX M
Post Program NIS Reminder Request
Incivility Program Participant,
Thank you so much for participating in my quality improvement project exploring incivility
among nurses in the hospital setting. I hope that you enjoyed the program and that the topic was
relevant to your practice.
THIS IS A REMINDER, as previously discussed, to complete the measurement of incivility, the
Nursing Incivility Scale, one final time. The survey should take approximately 10 minutes to
complete. You may access the survey by clicking on the link below. All responses will be
anonymous.
Thank you for your participation.

Any questions or concerns may be directed to:

Catherine Razzi, MSN, RN, ACNS, DNP student
ccr0010@uah.edu
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APPENDIX N
Topics Included in Education Program
•

Background and Significance of Incivility in Nursing

•

Definition of Terms: Civility, Incivility, Horizontal Violence, Bullying

•

Rationale for Incivility Program

•

The Culture and Causes of Incivility

•

Uncivil Behavior

•

Who is Involved; subscales of Sources of Incivility

•

Outcomes of Incivility

•

Responsibility of Leadership

•

Professional Working Behavioral Rules

•

Interventions

•

Cognitive Rehearsal education and practice
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APPENDIX O
Teaching Outline
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Incivility in Nursing: How to Recognize and Respond Professionally
Catherine Razzi, MSN, RN, ACNS
Objectives
Define incivility, horizontal violence, and bullying.
Describe the role of leadership in fostering cultures of civility in nursing and education.
Apply an evidence-based framework to lead transformational change
Develop a repertoire of responses to uncivil behaviors.
Explore resources available at work to address uncivil behaviors.
Background and Significance
Literature shows that incivility in nursing may occur frequently
National Survey (2014) by the Workplace Bullying Institute:
• 93% of the nurses surveyed reported witnessing uncivil behaviors
• 85% reported personally being the victim themselves.
Nurse-to-Nurse Incivility is a global issue
It creates barriers to learning, destroys relationships and negatively impacts patient
outcomes. (Coursey, Rodriguez, Dieckmann & Austin, 2013)
Terms
Civility
Incivility
Horizontal Violence
Bullying
Civility
Civility is behavior that shows respect toward another person, makes that person feel
valued, and contributes to mutual respect, effective communication, and team
collaboration
Incivility
Rude or disruptive behaviors which often result in psychological or physiological distress
for the people involved– and if left unaddressed, may progress into threatening situations
(Clark, Olender,Cardoni, & Kenski, 2011).
Lateral or Horizontal Violence
Horizontal Violence (HV) is harmful behavior, attitudes, actions, or words directed
toward one colleague by another colleague. HV controls, humiliates, denigrates or injures
the dignity of another. (Proactive Nurse, 1998)
Lateral violence is directing uncivil behavior toward someone of equal or lesser rank.
The most common form of incivility is nurse-to-nurse; other forms include manager-tonurse, physician-to-nurse, and patient-to-nurse (Kisner, 2018).
Bullying
Bullying goes one step further because this action is intentional, happens with more
frequency and intensity and is carried out in an effort to offend, distress and humiliate an
intended recipient.
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•
•
•
•
•
•
•
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•
•
•
•
•
•

•

•

Examples of bullying include hostile remarks, verbal attacks, taunting, verbal
intimidation, and withholding support.
Rationale
American Nurses Association: position statement against incivility and bullying.
Sentinel Event Alert: The Joint Commission IOM Report (2010)
QSEN—Teamwork and Collaboration ANCC: 14 Forces of Magnetism
Essentials of Baccalaureate Education
Nursing Codes of Ethics (International and National)
ANA Standards of Professional Performance Regulatory Requirements—Boards of
Nursing
It‘s The Right Thing To Do
Examples
https://www.youtube.com/watch?v=yK9NYzadFMw
Examples
https://www.youtube.com/watch?v=X1gr41HQS3k
Examples
https://www.youtube.com/watch?v=br8T-5ZhSBA&list=PLDcycOBugU4AmrD8zBryM5G2QRoFSr2C&index=2
Examples
https://www.youtube.com/watch?v=eCg24hEzg84&list=PLDcycOBugU4AmrD8zBryM5G2QRoFSr2C&index=1
Examples
https://www.youtube.com/watch?v=DTpCSg7K2i8
The Culture/ Causes
Culture of oppression and subordination.
Foundational paramilitary influences
Insult, humiliation, and hazing are considered part of the on-the-job training.
“Earning one’s stripe” and “boot camp”
“If I had to do it, (s)he can too” Most females have been socialized not to react to
conflict, to avoid it, and to keep the peace.
• Nurses too have been socialized not to assert themselves individually or
collectively. The result is that nurses often are silent as either targets or witnesses
of incivility (Fraher, Belskey, Carpenter, & Gaul, 2008)
• Behavior
The most common overt bullying behaviors in nursing include:
• Patterns of faultfinding
• Intimidation
• Gossip
• Put-downs
• Nonverbal innuendo such as raising eyebrows or sighing.
• More subtle bullying behaviors include isolation, exclusion, ignoring/refusing to
help, and unfair assignments (Fraher, Belskey, Carpenter, & Gaul, 2008)
• Who Does It Involve?
Subscales of sources of incivility:
• General
• Nursing
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• Supervisor
• Physician
• Patient/Visitor
The Victim
Students, new graduates, & men are particularly at risk to be targets of incivility.
Any member introduced into a powerless group is at high risk for horizontal violence
Unknowingly disrupt the status quo with acts: range from simply being hired to
questioning a philosophy or process of a seasoned organizational member.
If someone is introduced to the culture who does not adhere to the group expectations, or
worse, challenges the dominant members or cultural norms, they are eliminated, treated
uncivilly, bullied, taken advantage of, or marginalized
“Nurses eating their young” continues to prevail in contemporary nursing.
The Perpetrator
Perceived power imbalance
An oppressed group is one in which members lack power or control except within the
group itself.
Internalized beliefs about their own inferiority prevents the oppressed group from
controlling their own destiny, maintaining the status quo and allowing power structures to
remain unchallenged.
Frustration with these feelings results in aggression toward colleagues within the
oppressed group.
Members of the oppressed group direct their frustrations toward each other as they cannot
act out directly to those who create the oppression .
From this perspective, incivility in nursing is the reaction to the oppression and
subordination experienced by nurses as a collective profession.
Outcomes
For those that experience incivility, the following are commonly experienced:
• Feelings of failure
• Decreased self-esteem
• Self-doubt
• Anger
• Depression
• Burnout
• Post-traumatic stress disorder (PTSD)
• Decreased morale
• Low job satisfaction
• Increased absenteeism
• Leaving the unit or even nursing entirely
Example
https://www.bing.com/videos/search?q=Workplace+Incivility+Examples&&view=detail
&mid=09E7C88041E55766C8D109E7C88041E55766C8D1&&FORM=VRDGAR
Responsibility of Leadership
Provide organizational support
Foster an aggression prevention climate.
Engage in family supportive supervisor behaviors.
Facilitate coworker support.
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Interventions
Mentoring
Role modeling
Zero tolerance policies
Cognitive rehearsal
Professional Working-Behavioral Rules
to assist in forming healthy work relationships
Accept one’s fair share of the workload.
Respect others privacy.
Be cooperative with regard to the shared physical working conditions (e.g. light,
temperature, noise).
Be willing to help when requested.
Keep confidences.
Work cooperatively despite feelings of dislike.
Don’t denigrate to superiors (speaking negatively about, have a pet name for, engage in
negative conversations about.
Professional Working-Behavioral Rules
to assist in forming healthy work relationships
Address the coworkers by first name.
Ask for help and advise when necessary.
Look co-worker in the eye when having a conversation.
Don’t be over-inquisitive about each others private lives.
Repay debts, favors, and compliments, no matter how small.
Don’t engage in conversation about a co-worker with another co-worker.
Stand up for the “absent from conversation” co-worker when they are not present.
Don’t criticize publicly.
• Used with permission from M. Griffin, 2018)
Cognitive Rehearsal
Assertive communication tool
Skill set
Antidote to ruminating, complaining, whining, or being passive and not speaking to
perpetrator
Having a pre-learned script/expression in your head to handle uncivil or stressful
situations
Why does it work?
When you use CR, victim’s self-confidence is increased
Reputation as someone who will speak directly to a person if they have an issue
Possible outcomes:
• Why- have response ready
• No- have response ready
Cognitive Rehearsal
https://www.bing.com/videos/search?q=cognitive+rehearsal+for+incivility%2cyoutube&
&view=detail&mid=4E1838217067092C20FA4E1838217067092C20FA&&FORM=VR
DGAR
Practice
References
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APPENDIX P
Journal Author Guidelines
Nursing Forum: An Independent Voice for Nursing
Author Guidelines
“SUBMISSION OF ARTICLES
Nursing Forum is a peer-reviewed journal that is published quarterly. Nursing Forum invites
original manuscripts to explore, explicate, or report issues, ideas, trends, and innovations that
shape the nursing profession. Research manuscripts should emphasize the implications rather
than the methods or analysis. Quality improvement manuscripts should emphasize the outcomes
and follow the SQUIRE Guidelines in creating the manuscript. Evidence-based manuscripts
should emphasize the findings and implications for practice and follow PICOT format. Concept
analysis manuscripts should emphasize the evidence for the support of the concept and follow an
accepted format for such analyses.
Nursing Forum accepts original manuscripts (in English) through online submission
to ScholarOne at http://mc.manuscriptcentral.com/nf
Log in to the ScholarOne Manuscripts site, select 'Create an Account' (top right of the screen)
and follow the directions to create an author account. To submit a manuscript, log in to
ScholarOne, enter your user name and password, and then choose the 'Author Center' option
from the main menu. Complete instructions are provided to guide you through the submission
process. Please be certain to submit all elements of your manuscript. For any questions about this
process, please click on the 'Get Help Now' link at the bottom of the ScholarOne Manuscript
page for Nursing Forum.
Nursing Forum encourages submissions focused on contemporary nursing issues that provide
cutting-edge perspectives, serve as practical resources, promote debate and prompt readers to
examine nursing issues in new ways. The Creative Controversy feature is designed specifically
for short submissions. These issues could address research, education, practice and
leadership/management.
By submitting a manuscript to or reviewing for this publication, your name, email address, and
affiliation, and other contact details the publication might require, will be used for the regular
operations of the publication, including, when necessary, sharing with the publisher (Wiley) and
partners for production and publication. The publication and the publisher recognize the
importance of protecting the personal information collected from users in the operation of these
services, and have practices in place to ensure that steps are taken to maintain the security,
integrity, and privacy of the personal data collected and processed. You can learn more
at https://authorservices.wiley.com/statements/data-protection-policy.html.
(Notes or papers based only on the results of preliminary research are not acceptable.)
COPYRIGHT
If your paper is accepted, the author identified as the formal corresponding author for the paper
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will receive an email prompting them to login into Author Services; where via the Wiley Author
Licensing Service (WALS) they will be able to complete the license agreement on behalf of all
authors on the paper.
For authors signing the copyright transfer agreement
If the OnlineOpen option is not selected the corresponding author will be presented with the
copyright transfer agreement (CTA) to sign. The terms and conditions of the CTA can be
previewed in the samples associated with the Copyright FAQs below:
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APPENDIX Q
IRB Letter

Expedited (see pg 2)

September 26th 2018

Exempted (see pg 3)

Catherine C. Razzi
Department of Nursing
University of Alabama in Huntsville

Full Review
Extension of Approval

Dear Mrs. Razzi,
The UAH Institutional Review Board of Human Subjects Committee has reviewed your
proposal, Implementing an Educational Program Incorporating Cognitive Rehearsal Training to
Combat Nursing Incivility, and found it meets the necessary criteria for approval. Your proposal
seems to be in compliance with this institutions Federal Wide Assurance (FWA) 00019998 and
the DHHS Regulations for the Protection of Human Subjects (45 CFR 46).
Please note that this approval is good for one year from the date on this letter. If data
collection continues past this period, you are responsible for processing a renewal application a
minimum of 60 days prior to the expiration date.
No changes are to be made to the approved protocol without prior review and approval
from the UAH IRB. All changes (e.g. a change in procedure, number of subjects, personnel,
study locations, new recruitment materials, study instruments, etc) must be prospectively
reviewed and approved by the IRB before they are implemented. You should report any
unanticipated problems involving risks to the participants or others to the IRB Chair.
If you have any questions regarding the IRB’s decision, please contact me.

Sincerely,

Bruce Stallsmith
IRB Chair
Professor, Biological Sciences
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Expedited:
Clinical studies of drugs and medical devices only when condition (a) or (b) is met. (a) Research on drugs for which an
investigational new drug application (21 CFR Part 312) is not required. (Note: Research on marketed drugs that significantly
increases the risks or decreases the acceptability of the risks associated with the use of the product is not eligible for expedited
review. (b) Research on medical devices for which (i) an investigational device exemption application (21 CFR Part 812) is not
required; or (ii) the medical device is cleared/approved for marketing and the medical device is being used in accordance with its
cleared/approved labeling.
Collection of blood samples by finger stick, heel stick, ear stick, or venipuncture as follows: (a) from healthy, nonpregnant
adults who weigh at least 110 pounds. For these subjects, the amounts drawn may not exceed 550 ml in an 8 week period and
collection may not occur more frequently than 2 times per week; or (b) from other adults and children, considering the age,
weight, and health of the subjects, the collection procedure, the amount of blood to be collected, and the frequency with which it
will be collected. For these subjects, the amount drawn may not exceed the lesser of 50 ml or 3 ml per kg in an 8 week period and
collection may not occur more frequently than 2 times per week.
Prospective collection of biological specimens for research purposes by noninvasive means. Examples: (a) hair and nail
clippings in a nondisfiguring manner; (b) deciduous teeth at time of exfoliation or if routine patient care indicates a need for
extraction; (c) permanent teeth if routine patient care indicates a need for extraction; (d) excreta and external secretions
(including sweat); (e) uncannulated saliva collected either in an unstimulated fashion or stimulated by chewing gumbase or wax
or by applying a dilute citric solution to the tongue; (f) placenta removed at delivery; (g) amniotic fluid obtained at the time of
rupture of the membrane prior to or during labor; (h) supra- and subgingival dental plaque and calculus, provided the collection
procedure is not more invasive than routine prophylactic scaling of the teeth and the process is accomplished in accordance with
accepted prophylactic techniques; (i) mucosal and skin cells collected by buccal scraping or swab, skin swab, or mouth washings;
(j) sputum collected after saline mist nebulization.
Collection of data through noninvasive procedures (not involving general anesthesia or sedation) routinely employed in
clinical practice, excluding procedures involving x-rays or microwaves. Where medical devices are employed, they must be
cleared/approved for marketing. (Studies intended to evaluate the safety and effectiveness of the medical device are not generally
eligible for expedited review, including studies of cleared medical devices for new indications).
Research involving materials (data, documents, records, or specimens) that have been collected, or will be collected
solely for nonresearch purposes (such as medical treatment or diagnosis).
Collection of data from voice, video, digital, or image recordings made for research purposes.
Research on individual or group characteristics or behavior (including, but not limited to, research on perception, cognition,
motivation, identity, language, communication, cultural beliefs or practices, and social behavior) or research employing survey,
interview, oral history, focus group, program evaluation, human factors evaluation, or quality assurance methodologies.
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Exempt
Research conducted in established or commonly accepted educational settings, involving normal educational practices, such
as (a) research on regular and special education instructional strategies, or (b) research on the effectiveness of or the comparison
among instructional techniques, curricula, or classroom management methods. The research is not FDA regulated and does not
involve prisoners as participants.
Research involving the use of educational tests (cognitive, diagnostic, aptitude, achievement), survey procedures, interviews,
or observation of public behavior 1 in which information is obtained in a manner that human subjects cannot be identified directly
or through identifiers linked to the subjects and any disclosure of the human subject’s responses outside the research would NOT
place the subjects at risk of criminal or civil liability or be damaging to the subject’s financial standing, employability, or
reputation. The research is not FDA regulated and does not involve prisoners as participants.
Research involving the use of educational tests (cognitive, diagnostic, aptitude, achievement) survey procedures, interview
procedures, or observation of public behavior if (a) the human subjects are elected or appointed public officials or candidates for
public office, or (b) Federal statute(s) require(s) without exception that the confidentiality of the personally identifiable
information will be maintained throughout the research and thereafter. The research is not FDA regulated and does not involve
prisoners as participants.
Research involving the collection or study of existing data, documents, records, pathological specimens, or diagnostic
specimens, if these sources are publicly available or if the information is recorded by the investigator in such a manner that
subjects cannot be identified, directly or through identifiers linked to the subjects. The research is not FDA regulated and does
not involve prisoners as participants.
Research and demonstration projects which are conducted by or subject to the approval of department or agency heads, and
which are designed to study, evaluate, or otherwise examine: (i) public benefit or service programs; (ii) procedures for obtaining
benefits or services under those programs;(iii) possible changes in or alternatives to those programs or procedures; or (iv)
possible changes in methods or levels of payment for benefits or services under those programs. The protocol will be conducted
pursuant to specific federal statutory authority; has no statutory requirement for IRB review; does not involve significant physical
invasions or intrusions upon the privacy interests of the participant; has authorization or concurrent by the funding agency and
does not involve prisoners as participants.
Taste and food quality evaluation and consumer acceptance studies, (i) if wholesome foods without additives are consumed
or (ii) if a food is consumed that contains a food ingredient at or below the level and for a use found to be safe, or agricultural
chemical or environmental contaminant at or below the level found to be safe, by the Food and Drug Administration or approved
by the Environmental Protection Agency or the Food Safety and Inspection Service of the U.S. Department of Agriculture. The
research does not involve prisoners as participants.
1

Surveys, interviews, or observation of public behavior involving children cannot be exempt.
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Appendix T
Box 1
Incivility Policy
I. Purpose
The Hospital is committed to creating a culture of respect and civility that is free of harassment,
where all members of the community share a commitment to a healthy workplace. This Policy
establishes hospital’s commitment to the maintenance of a civil workplace.
Incivility and disrespect in the workplace, can be a barrier to effective communication, impacting
job satisfaction and performance. The impact can be severe as it may result in employee
turnover, low productivity, reduced morale, diminished loyalty, and physiological impacts such
as stress and depression that can lead to increased absenteeism. Without intervention, incivility
may progress into threatening situations and burnout of the victim.
II. Scope
This policy applies to all employees, professional staff, and volunteers, as well as other
individuals subject to the policy under terms of contracts or agreements. Issues of uncivil
behavior are governed by codes of conduct.
This policy applies to incidents and complaints relating to uncivil behavior and, workplace
harassment that may impact faculty, employees and staff, regardless of whether or not persons
responsible for the incivility are employees of the hospital. Managers and employees must fulfill
their responsibilities as indicated in this policy, regardless of whether or not the actions or
individuals involved are directly related to the workplace.
III. Principles
1. Workplace disputes and conflicts should be addressed using approaches that foster clear
communication and candor, facilitate respectful interactions and yield solutions of mutual
agreement.
2. Guidelines and actions taken under the policy should serve to strengthen hospital
recruitment and retention of highly qualified and diverse employees and staff.
3. Promoting civility and respect and early intervention will reduce the risk of incivility,
workplace harassment and violence.
4. Reports of incidents and complaints of incivility, including workplace harassment, must
be dealt with in a confidential manner with the exception of disclosing information for the
purpose of investigating an incident or complaint, or for taking corrective action, or as
required by law.
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IV. Terminology
Civility
Civility involves treating others with dignity and respect, and acting with regard to other's
feelings.
Disrespect must not be confused with legitimate comment and/or advice from managers and
supervisors on the work performance or work-related behavior of an individual or group.
Feedback on work performance or work-related behavior differs from incivility or harassment in
that feedback is intended to assist employees to improve work performance or the standard of
their behavior.
Civility requires that even the most critical feedback be delivered respectfully, privately, and
courteously.
Incivility
Incivility deals with a broad range of behaviors including, but not limited to, unprofessional
behavior; rudeness; shouting or swearing; intimidation or bullying; threatening comments or
behaviors/actions; unsolicited and unwelcome conduct, comment (oral or written including email
communication), gestures, actions or contact that cause offense, humiliation, or physical or
emotional harm to any individual.
Incivility can be subtle or overt. It may be a single event or may involve a continuing series of
incidents, and may involve the abuse of authority or position. Uncivil behavior may be
unintended or deliberately directed at another individual. In any case, the impact on that
individual is what must be addressed.
Lateral violence is directing uncivil behavior toward someone of equal or lesser rank. The most
common form of incivility is nurse-to-nurse; other forms include manager-to-nurse, physicianto-nurse, and patient-to-nurse.
Specific actions that are considered uncivil such as, comment or conduct that a person knows or
ought to know would be unwelcome, offensive, embarrassing or hurtful, rudeness, or display of
offensive material can vary dramatically by place, time and context. Differences including, but
not limited to, social role, gender, social class, religion and cultural identity may all affect the
perception of a given behavior. Consequently, a behavior that is considered perfectly acceptable
by some people, and in some cultures, may be considered inappropriate and rude by others.
Although incivility may be subjective or unintentional, this does not excuse the behavior. Rather,
these factors may provide an explanation that can help to resolve a complaint and guide future
behavior.
Manager
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A manager, is the person to whom an employee directly reports concerning matters related to
their employment.
V.

Policy

All employees will be required to complete an incivility training educational module. This may
be offered and integrated into the orientation program or at other mandatory education sessions,
at the educator’s discretion. This module is designed to increase the awareness of incivility in the
workplace. It also serves to educate in the identification and proper action to be taken when
uncivil behavior is identified and encountered. Education will include instruction in cognitive
rehearsal, an evidence-based technique that promotes effective communication, delivering a
message to the perpetrator that uncivil behavior is not acceptable.
All managers, employees and staff have a responsibility to act in good faith and be active
participants in contributing to the creation and enhancement of a community culture of respect,
inclusion, civility, dignity and understanding for the people with whom they work. This requires
taking action to deal with incidents of incivility. All parties, at a minimum, are required to be
open about concerns and listen to each other’s point of view. Incidents of incivility cannot be
ignored and must be addressed.
The employer has a duty to protect employees from workplace harassment including workplace
sexual harassment and will conduct an investigation into the incident and complaint that is
appropriate in the circumstances.
Confidentiality will be maintained throughout the process. The information obtained about an
incident or complaint of workplace harassment including identifying information about any
individuals involved, will not be disclosed unless the information is necessary for the purpose of
investigating the incident or complaint; or for taking corrective action; or as required by law.
Employees who allege they have experienced workplace harassment and employees who are
respondents will be provided with appropriate communication in writing of the results of the
investigation and any corrective action that has or will be taken.
VI.

Roles and Responsibilities

Managers
Managers are responsible for creating and maintaining a positive and productive work culture. A
manager’s area of responsibility includes any matter that involves, impacts or potentially could
impact the workplace. This includes dealing with inappropriate behaviour of, or towards,
contractors, volunteers, students or others.
Managers are accountable for identifying and addressing issues in a timely and fair manner. This
involves coaching and counseling their employees and, if appropriate in the circumstances,
taking disciplinary action. Actions taken must adhere to the principles of progressive discipline,
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as well as policy and collective agreement provisions, and established procedures for
investigation of complaints.
Agreements with contractors or volunteers should include the requirement to adhere to this
policy and include provisions to take action in cases of non-compliance.
In situations where employees are subjected to uncivil behavior, including harassment, by
employees from other areas, their manager should discuss the situation and determine
appropriate action in conjunction with the manager(s) of the employee(s) from the other area(s).
Incidents of workplace violence, and behaviors that may indicate a risk of workplace violence,
must be reported. Managers may seek advice and assistance from their manager/supervisor or
Human Resources Management Consultant.
Employees
It is recommended that, whenever possible, employees should address incidents of incivility
towards them directly with the individual responsible for the behaviour.
Employees may seek advice and assistance from their Manager, Supervisor, or Human
Resources Consultant, in matters of discrimination and harassment.
All parties involved have a responsibility to act in good faith, communicate openly and listen to
each other’s points of view, and to try to resolve the complaint informally, where appropriate.
Reporting
Incidents of workplace violence and behaviors that may indicate a risk of workplace violence
must be reported. In addition, any incidents of harassment, must be reported to a Manager, even
if the behavior is by, or directed at a co-worker, student or visitor.
Normally, incidents and complaints of uncivil behavior, including workplace harassment are
reported to the Manager. However, in the event that the employee is not comfortable making a
report or complaint to their Manager, the employee may report incidents or file a complaint of
workplace harassment to a more senior Manager or Human Resources.
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